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SYMPOSIUM 





COUNSELORS’ ACTIVITIES IN THE VOCATIONAL REHABILITATION 
OF THE MENTALLY RETARDED 


SALVATORE G. DiMICHAEL, PH.D. and W. BIRD TERWILLIGER, PH.D. 


Consultant, Psychological Services Supervisor of Guidance and Training _ 
Office of Vocational Rehabilitation, Maryland Division of Vocational Rehabilitation 
Federal Security Agency 


INTRODUCTION 


There are many signs of sharply increasing interest and wider efforts to help 
the mentally retarded achieve personal, social and vocational adjustment. For 
many years the various professions have neglected this handicapped group. Even 
psychologists, who in the early development of their profession devoted a notable 
part of their work to mental defectives, were becoming less concerned. The resurg- 
ence of social efforts and hope seems to stem in the present day primarily from edu- 
cators, parents and rehabilitation personnel. Other influences, some of which are 
indirectly reflected in this paper, also are operating to lift the mentally retarded out 
of relative obscurity. 

Certain facts may be mentioned to show society’s greater awareness and more 
positive approach toward the mentally retarded. At present, 42 States have enacted 
legislation for assistance and encouragement to special educational facilities for 
exceptional children. In 1940, only 19 States had passed such legislation. Today, 
33 States have permissive or mandatory legislation for the education of retarded 
children.! Furthermore, the National Association for Retarded Children was 
organized in 1950 and now has 15,000 members and over 100 affiliated local groups, 
some being state locals.’ 

The rehabilitation of the mentally retarded was also included in Federal legis- 
lation, Public Law 113 of the 78th Congress, passed in July 1943. With the passage 
of subsequent State legislation, a program of vocational rehabilitation for the 
mentally handicapped adult was established in all 48 States and the Territories of 
Hawaii, Puerto Rico, District of Columbia and Alaska. This legislation amended 
the 1920 law by expanding the services of rehabilitation, including the mentally as 
well as the physically disabled, and brought with it sizeable increases in Federal and 
State funds for the program. 

This symposium was conceived by the Office of Vocational Rehabilitation to 
interest more psychologists in serving the mentally retarded, and to provide an 
occasion for the dissemination of recently developed knowledge in the field. How- 
ever, the symposium is dealing with the topic in broad perspective. We well recog- 
nize that the rehabilitation of individuals handicapped in childhood depends vitally 
upon the effectiveness of early as well as later influences. Rehabilitation is not the 
work of one profession but many, not the parents alone but the community, not one 
agency but all engaged in the welfare of the handicapped. The employers of labor, 
as well as employees, are integral parts of the broad psycho-social scene. 

The resurgence of interest in the mentally retarded is founded upon realistic 
gains in professional skills. Developments have taken place which have increased 
the previous amount of success in personal-social-vocational adjustment for the 
mentally retarded. Educational methods are more suitable, vocational training is 
more realistic, medicine is diminishing the effects of secondary disabilities, psycho- 


1From data furnished by Arthur S. Hill, Chief, Exceptional Children and Youth, Office of Edu- 
cation, Federal Security Agency. 
*From correspondence with Alan H. Sampson, President, National Assn. for Retarded Children. 
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therapy has shown promise of ameliorating emotional factors, enlightened parental 
care is increasing, counseling has tackled personal problems more beneficially, place- 
ments are more orderly and based upon determined job demands. None of these 
influences has been fully realized but progress is apparent in each. In brief, we have 
uncovered better methods of developing limited capacities and of alleviating the 
primary effects and secondary concomitants of mental retardation. When the basic 
condition of broad intellectual inadequacy is present, cure is not possible but re- 
habilitation often is. 

When the civilian rehabilitation program uses the term “mentally retarded”’, 
it refers to the social-vocational inadequates with somewhat severe limitations in 
functioning intelligence, who have reasonable potentialities to become totally or 
partially self-supporting people provided special professional and community ser- 
vices are given to them. The term “mentally retarded” may be used in different 
meanings in other settings. 


PuRPOSE OF STUDY 


A number of studies in the vocational rehabilitation of the mentally retarded 
have been reported in the literature, such as in the book on “Vocational Rehabilita- 
tion of the Mentally Retarded’ and in scattered articles in the American Journal 
on Mental Deficiency and other places. A recent unpublished study has particular 
— to this symposium. Some of the highlights of the study will be presented 
1ere. 

In everyday rehabilitation work with the retarded, experience has indicated 
the essential value of counseling. It seemed that the counselors’ work had a crucial 
bearing upon the clients’ eventual success in finding and holding suitable jobs. We 
decided to study the counselors’ activities in order to learn more completely the 
extent of their work with the retarded, with professional, parental and community 
groups, and their more unusual counseling problems. Our results highlighted the 
importance of personality counseling with the mentally retarded and was partly 
the stimulus for this symposium. 

The cases studied came from eleven State rehabilitation agencies: California, 
Connecticut, District of Columbia, Illinois, Kansas, Louisiana, Maryland, Minne- 
sota, Montana, New York and North Carolina. Each State was requested to select 
« representative sample of mentally retarded cases and to analyze each case record 
according to a prepared schedule. The study is based upon 97 cases which were pre- 
pared and eventually helped to find employment. Each client showed reasonable 
job stability before the rehabilitation agency officially ‘closed’ the case. By a 
“rehabilitation closure’’ we mean that the person is able to meet the ordinary 
vicissitudes of life. It cannot signify a permanent guarantee of future success. Any 
physically or mentally handicapped person might need specialized services later in 
life because of substantial reverses. 


CHARACTERISTICS OF POPULATION 


The group represented a broad range in chronological age, from 16 to 65 years, 
with the heaviest concentration at the youngest age levels from 16 to 21. The median 
age was 21. There were 90 Caucasians, 6 Negroes, and 1 unreported. By sex, there 
were 53 males, 43 females and 1 unreported. 

Approximately half of the group, 49, had substantial secondary disabilities. 
There were 13 with orthopedic impairments, 10 speech defects, 8 with marked per- 
sonality maladjustments and disorders, 4 cerebral palsied, 4 defective hearing, 3 
cardiovascular conditions, and 7 with other disabilities. 

In terms of sources referring clients to the rehabilitation agency, the schools 
were the largest single source of referral (25 cases). Other referrals came from 
interested persons (10 cases), state training schools (9), public welfare (9), state 
employment service (9), private welfare (7), health departments (7), and others 
including hospitals, juvenile court and a labor union. 
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A person is eligible for the services of the civilian rehabilitation program if he 
(1) has a substantial physical and /or mental disability, (2) has or probably will have 
substantial difficulty in finding suitable employment, and (3) is at or near working 
age. Eligibility and diagnostic study for the mentally retarded includes general 
medical evaluation, specialist examinations if needed, a comprehensive psychologi- 
cal evaluation with objective evidence of low-functioning intelligence, and case- 
study by the counselor to determine that social-vocational inadequacy is present or 
probably will be without rehabilitation assistance. The diagnosis of mental retarda- 
tion is admittedly a difficult problem since it represents a borderline zone between 
very severe mental-social defectiveness on the one hand and low-grade normality 
on the other. 

In the group studied, 90 of 97 cases reported a psychological examination and 
evaluation. The medically-reported disabilities were of sufficient consequence in 48 
cases to be reported as determinants in eligibility. There were 34 cases in which 
occupational and employment difficulties were mentioned, 18 had unusual educa- 
tional difficulties, 12 showed considerable social maladjustment and in 5 cases, 
eligibility and feasibility had to be resolved by job tryouts, sheltered workshop 
training and personal-adjustment tryouts. 


INVESTMENT IN INTERVIEWING 


One of the striking findings of the study was great investment of the counselors’ 
time in counseling interviews with clients, and in interviews with the clients’ employ- 
ers, relatives, fellow-employees, friends, psychologists, psychiatrists and other per- 
sons such as school personnel. The number of counseling interviews with each client 
ranged from two to as many as 50 sessions, with the median at 8. 

Interviews between relatives and counselors were held in behalf of 75 clients. 
They ranged from one to 14 interviews, with the median at three for each client. 
These findings reflect a counselor’s working axiom that home visits and family co- 
operation is necessary in almost all cases with the mentally retarded. Probably all 
clients did not have relatives so that it partly made necessary the interviews with 
friends for sixteen clients. 

Counselors arranged interviews with employers in behalf of 77 clients. Inter- 
views with individual employers ranged from one to 20, with the median at four. 
These results signify that most of the clients were unable by themselves to establish 
effective job contacts and employment arrangements. The counselors had to act 
as liaison between clients and employers for their mutual advantage. 

The data showed that counselors had personal consultative conferences with 
psychologists in connection with 51 cases. In 19 cases, consultations with psychia- 
trists were arranged by the counselor. In 54 cases, interviews were held with many 
other sources such as the school counselor and social worker. 

In brief, an average of 18.7 interviews and consultations was given to each case. 
A little less than half of this total, or an average of 8 sessions, was devoted to counsel- 
ing interviews with clients. More interviews were held outside the counselors’ offices, 
indicating the necessity for interviewing and counseling under difficult conditions. 

Of course, the counselors’ activities in the rehabilitation of the mentally re- 
tarded and other disabled include a large variety of services. Mention might be 
made of job analyses, employer contacts, community meetings, making arrange- 
ments for possible hospitalization and for medical and psychological examinations, 
making out expense vouchers for purchased services, and many others. Out of these 
duties, the study restricted itself to data closely related to counseling. 

We briefly mentioned before that rehabilitation must be a community project 
if it is to be effective. Representatives of many agencies must cooperate and pool 
resources in the common goal of establishing the handizapped as contributing citi- 
zens of the commonwealth. A wide variety of agencies were found in this study to 
be participating in a total rehabilitation program. As would be expected, depart- 
ments of special education head the list (in 27 cases), followed by state employment 
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services (in 25), welfare departments (12), hospitals (12), private agencies (11), 
sheltered shops (10), state training schools (9), health departments (7), mental 
hygiene clinics (7), and others. Obviously, the data corroborate experience in show- 
ing that rehabilitation of the retarded is not a one or two-agency job but a com- 
munity project. Tendencies toward claimed self-sufficiency by agencies or pro- 
fessions dealing with the mentally retarded need to be discouraged constantly. 


IMPORTANCE OF VOCATIONAL TRAINING AND JOB TRYOUTS 


Among the services provided or purchased by the vocational rehabilitation 
agency, one appeared unexpectedly greater than expected, namely, vocational 
training. This was provided in 52 cases. The significance of this finding may be seen 
in better perspective by a comparison. Whereas approximately 35 percent of all 
physically or mentally disabled clients are provided with training, 54 percent of 
this sample group required it. These results demand attention because the average 
layman and even the professional person believes there is little or no training re- 
quired for unskilled and semi-skilled jobs. Actually the mentally retarded need 
organized training to learn beforehand how to do simple jobs. They must be pre- 
pared to compete in the labor market on a more equal basis with the person of 
normal intelligence. 

The most frequent type of training is ‘‘on-the-job” (22 cases). This may mean 
that on-the-job training for the retarded is a necessary supplement to academic and 
vocational work in the schools. In other words, the schools should not be expected 
to complete the preparation of the individual for competitive employment. On the 
other hand, it is also possible that some clients were not provided with effective 
vocational training in school and needed some “makeup” through on-the-job train- 
ing. 

Experience has shown the great difficulty of persuading vocational high schools 
to furnish special low-level occupational training for retarded adolescents. Voca- 
tional group training for retarded adults over the age of 20 is practically non-existent. 

In 17 cases, the training was provided by the school; in 9 cases by other insti- 
tutions. In 3 cases, private tutoring was given after group training facilities had 
been tried and found to be unsuitable. Individualized and patient instructions 
finally succeeded in preparing these clients for simple, fairly repetitive job operations. 

Some expected services for the group included medical surgery and treatment 
(11 cases), prosthetic devices (6), speech training and therapy (6), transportation 
expenses (3), occupational equipment and license (2), formalized personal adjust- 
ment training (2) and maintenance payments (1). 

Another type of service which loomed important in the interpretation of the 
data was the job tryout arranged by counselors. By job tryout is meant a planned 
experience whereby the counselor and client may resolve doubts about the latter’s 
ability to do the job satisfactorily. Job tryout differs from job adjustment; the 
latter refers to the steps taken to prove oneself on the job for which one is already 
hired and officially on the payroll. 

In 10 cases there was no job tryout reported, in 39 cases one job tryout was 
arranged. It is possible that, in filling out the schedules, counselors did not make a 
proper distinction between job tryout and the first follow-up visit in job adjustment. 
However, it is most noteworthy that in 46 cases, from 2 to 9 job tryouts were deemed 
necessary to resolve doubts about the suitability of a specific occupation. In other 
words, either by a median or average number, two job tryouts were required for the 
typical retarded client. It is our impression that this amount of counselor activity 
in job tryouts is not characteristic of the average rehabilitated case with physical 
disabilities. Counselors, then, are devoting comparatively more time and attention 
to job tryouts when they work with the mentally retarded. 


VARIED EMPLOYMENT AMONG THE RETARDED 


The mentally retarded were rehabilitated into a wide variety of jobs; the 97 
clients were placed in 69 different kinds of work (when the jobs were classified by 
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the three-digit code of the Dictionary of Occupational Titles). These data may be 
surprising to many lay and professional persons who erroneously think of unskilled 
and semi-skilled jobs as lumped together and undifferentiated. The varieties and 
demands of jobs are as diverse in the lower as the upper end of the occupational 
hierarchy. The data show that the mentally retarded as a group have wide job 
potentialities even though they work mostly on unskilled and semi-skilled occupa- 
tions. 

The greater majority found employment in service occupations (32 cases), in 
unskilled jobs (24), and in semi-skilled work (17); these totaled 73 of the 97 cases. 
The other broad occupational groupings were clerical and sales (10 cases), agricul- 
ture (7), skilled work (5), managerial (1, really psuedo-managerial), and home- 
maker (1). This is a typical picture for mentally retarded when compared to data 
found in Engel’s summary chapter on “Employment of the Mentally Retarded” in 
the book on Vocational Rehabilitation of the Mentally Retarded.“ 

The placement of the client on the job is not a terminal point in rehabilitation 
but another step toward the goal of a relatively stable personal-social-economic 
adjustment. The crucial nature of follow-up is well illustrated in the studies by 
Rockower®, Potts” and Peckham. 

In the collected data, it was found that follow-ups ranged from 13 in one case 
to 0 in six cases. (The latter was explained in three instances—one client sailed on a 
commercial ship, and two others were contacted by other agencies.) These visits 
served many purposes such as: to give the client extra assistance in learning the 
duties of the job, to help him understand regulations and safety rules, to counsel 
him in ways to deal with fellow-employees, and to foster growth in self-knowledge 
and self-management. In some instances, it may have been necessary to arrange for 
room and board, and to assist in planning for recreational hours. 


SpEcIAL COUNSELING PROBLEMS 


From the viewpoint of this symposium, the most noteworthy part of the 
study had to do with an analysis of the special problems and positive factors in the 
rehabilitation process. These data were derived from a section of the schedule which 
requested the counselor to list the special problems and positive factors in the re- 
habilitation process. The counselors did not have a check-list by which to answer 
the items but were required to give free responses. The effect of this technique 
seems to increase the importance of the answers because they were provided without 
cues to bring the items to mind. 

The accompanying Table 1 presents data on ‘‘Special Problems in the Rehab- 
ilitation of the Mentally Retarded’”’. The classification mentioned most often (36 
times) was Personal and Inter-Personal Problems. A finer breakdown of this classi- 
fication reveals that ‘‘undesirable personal attitudes’ was highest (20), followed by 
“exaggerated opinions of abilities or wages” (7), sex problems (5), and unsustained 
interest in work (4). 

It is evident that the subject of personality counseling of the mentally retarded 
is a fruitful field of investigation and knowledge. Greater effectiveness in personality 
counseling of the mentally retarded should diminish the liabilities in the client. In 
a more positive light, we may say that more effective personality counseling of the 
retarded should mean more numerous rehabilitations and a better personal-social- 
vocational adjustment. 

The next most frequently mentioned classification of special problems was 
“Difficulties in Locating Jobs’. In the counselor’s quest to match the man with 
possible suitable jobs, unusual care had to be used. For example, the presence of 
multiple disabilities accounted for difficulties in selective placement; sometimes 
suitable jobs were scarce in the community. In other cases, the client’s illiteracy 
proved to be a troublesome factor in locating suitable work, and in one case the client 
wanted a job which offered possibilities of advancement. 

The counselors mentioned in 21 items the difficulties due to other disabilities, 
almost all being physical. Special measures such as corrective surgery, medical 
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Tasue 1. Specta, PropieMs IN REHABILITATION OF 97 MENTALLY RETARDED ADULTS INTO 
EMPLOYMENT 








Personal and Inter-personal Problems. .................0.00.00 0.0 ceeeseeeees. 36 
Undesirable personal attitudes—20_ 
Exaggerated opinions of abilities or wages—7 
Sex =x probleme--5 
Unsustained interest in work—4 
Difficulties in Locating Suitable Jobs. . GRC eIer 
Unusual problems in selective placement—12 
Suitable jobs scarce—6 
Illiteracy —6 
Person demanded job with “sure” advancement—1 
Difficulties Due to Other Disabilition, Mostly en OMG TS ee pe ee 
Cys Family Problems. . Rew s heaved 
Unrealistically high goals for client—8 _ 
Overprotection and indulgence—8 
Serious maladjustment of fi family—3 
TE Be han WL, 3k, 5 on phy 0G Cash nope RRR 44'S beikc #4 eh Bes Ow 
Slow manual speed—8 
Slow adaptations to job—8 
Slow adaptation to supervisor—3 
Insufficient vocational training or job experience. . 
Previous job failures caused employer resistance 
Other Problems 
Interim poor health during rehabilitation—4 
Requested job very close to home—1 





treatment and prostheses probably were necessary to alleviate the effects of these 
disabilities. : 
Also high in frequency of mention were “‘Upsetting Family Problems’ (19), and 


“Slowness in Learning Job” (19). The latter may be regarded as an expected con- 
sequence of the disability; on the other hand, it is possible that better vocational 
training could have cut down the frequency of this problem. 

The items under ‘‘Upsetting Family Problems” refer almost entirely to the 
difficulties created by the family in its attitudes and relationship to the mentally 
retarded person. Undoubtedly many of these problems could have been prevented 
by counseling the parents in the early years of the young retarded child. The counsel- 
ors found the following family problems: eight with unrealistically high goals for 
the client, eight showing over-protectiveness and over-indulgence, and three with 
maladjustment of the family unit due, for example, to an alcoholic or an emotionally 
disturbed parent. These data again highlight the need for this symposium to deal 
with the subject of counseling of the parents of retarded children. As shown in sev- 
eral studies, a frequent stumbling block to rehabilitation is the unrealism of parents. 
In Rockower’s study, for example, parental resistance to the rehabilitation plan 
was responsible for failure to rehabilitate 72 out of 258 in the unfeasible group. 

Other less frequent problems were mentioned by counselors. In seven instances, 
difficulties stemmed from insufficient vocational training or job failures; in four 
instances to lapses of poor health during rehabilitation, and in one case to an insist- 
ence upon a job very close to home. 


Speciau Positive Factors In COUNSELING 


When the counselors filled out the schedule, one item inquired about “Crucial 
Factors in the Successful Total Rehabilitation”. Under this item appeared many 
statements of positive factors which contributed to the client’s personal-social-voca- 
tional adjustment. The data are presented in Table 2. Leading the list in frequency 
of mention was ‘‘Unusuaf positive qualities of the client”. This category was men- 
tioned 39 times, slightly higher than the highest-frequency category in the group- 
ings of “Problems”. In other words the mentally retarded had many fine qualities 
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which made it possible for them to overcome their handicap. A rehabilitation pro- 
gram must build upon the assets of its clients, an emphasis sometimes not reflected 
in untrained professional workers. 


TABLE 2. CRUCIAL Postnive Factors IN TRE REHABILITATION PROGRAM OF 97 MENTALLY 
RETARDED CLigNTs 











Unusual Positive Qualities of Client................ :e iui rea 

Strong willingness to work—22 

Good appearance and strong physique—9 

Pleasing personality—6 

Client’s ability to gain parental independence—2 
Unusual participation by family....................... 
Successful counseling. . 

Solving difficulties related to job—16 

Solving off-the-job social problem—4 

Breaking through resistance to wage scale—2 
Patience and understanding of employer. . 
Unusual help by community 

By community agencies—5 

By school—2 

By mental hygiene clinice—2 
Patience and competence of instructor or tutor. . 
Improvement of physical disability alent surgery. ‘3 
Client’s ability to master simple job. . - 
Job found near the home 





The most frequently mentioned specific positive quality of the client was 
“strong willingness to work” (22). Many studies have attested to the importance 
of strong motivations to work as a crucial factor contributing to the social, personal 
and vocational adjustment of the retarded. Also mentioned under the client’s posi- 
tive qualities were good appearance and strong physique (9), pleasing personality 
(6), and client’s ability to gain parental acceptance (2). 

In 24 of the 97 cases, the counselors were able to rely upon unusual participation 
by the client’s family. It may be recalled in the discussion of the data in Table 1 
that 19 clients in the sample were handicapped by upsetting family problems. This 
study shows in a vivid way how strengths in some cases are weaknesses in others 
within the same handicapped group. The counselors’ illustrations of the ways in 
which families cooperated in the rehabilitation plan were often written with an over- 
tone of inspiration for the family’s assistance. 

In 22 instances the counselors felt that their counseling interviews bore unusual 
positive results. These included the resolution of problems related to the job, to 
off-the-job social problems, and to unrealistic expectations of high wages. 

The unusual cooperation of some employers prompted counselors to mention 
them 19 times as positive factors in the rehabilitation. The counselors noted that the 
employers’ patience and understanding enabled the client to make the grade and to 
realize his fullest potentialities. 

Among other positive factors described by the counselors were unusual help by 
the community facilities (9), patience and competence of instructor or tutor (8), the 
client’s ability to master a simple job (5), and job found near the home (2). 

It was especially interesting in making the analysis of positive factors to note 
how favorable changes took place progressively in the client as the rehabilitation 
process unfolded. For example, in one report the counselor noted, ‘‘client’s shyness 
gradually and to a large extent disappeared after several months employment. The 
longer he worked the more he liked his job and the more satisfactory he became to 
his employer’’. In another case, the observation was made that “he became better 
adjusted socially as he had employment income to use for recreation and going out 
with other boys his age”’. 
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Sometimes a changing family situation provides the impetus for positive growth. 
Thus the counselor tersely notes, ‘‘a cooperative and realistic mother; father’s dis- 
appearance from home situation, location of a job where girl has a simple task under 
close supervision”. This client had a Binet I.Q. of 58 and was employed as a “‘veg- 
etable girl”. Sometimes even adversity spurs the mentally handicapped to great 
determination to success, even though the goal of success, an unskilled or semi- 
skilled job, is disparaged by people over-conscious of job prestige. Thus, the counsel- 
or writes, “‘Home situation which was one of financial need coupled with standards 
of self-support and self-respect, made it necessary for client to take any kind of 
work she could get while still in school. Because such jobs were hard work and not 
too pleasant she became determined to better herself by staying in school and getting 
some specific training for work. Self-determination has been a large factor in her 
success’. 


Neeps ror More EFrrectivE Tora, REHABILITATION 


The merit of this investigation lies not in the intensive study of problems and 
positive factors in counseling. The inquiry was made to provide perspective for 
practical purposes and for later research. The results point up the relative emphases 
to be placed upon the basic procedures in the counseling process. 

Within a total rehabilitation program for the mentally retarded, greater at- 
tention appears to be needed in devising a realistic plan of vocational training and 
of job tryouts. Selective placement should be conceived with greater appreciation 
of intellectual demands, personality factors and psycho-social pressures of employ- 
ers and fellow-employees. 

The counselor has to devote considerable time in productive contacts with the 
family and with employers. Parental counseling must be more effective during the 
early years of the retarded child. Otherwise, distorted family attitudes seriously 
aggravate the rehabilitation problems in the client’s adult life. Moreover, person- 
ality counseling needs improvement in order to assist the retarded in meeting the 
major issues of living more optimistically and realistically. With more attention and 
research upon these phases of a total rehabilitation program, greater numbers of the 
mentally retarded should become productive citizens and should experience in 
greater measure a sense of self-fulfillment. 
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Despite the greater interest being taken currently in the problems of the 
mentally retarded, both by professional workers and laymen, many psychologists 
and psychiatrists ‘still run away from doing psychotherapy with individuals who 
have been diagnosed as having actual rather than pseudo-arrested mental develop- 
ment. There are several reasons why they evade the field. 


Ciaims AGAINnsT UsE oF PsycHOTHERAPY 

In the first place, since psychotherapy is largely based on verbal com- 
munication, it has been felt that with limited verbal understanding, especially 
at the interpretativ e level, no effective results can be achieved; the mental 
retardate would not understand what the score is, so that a change in his attitudes 
and his handling of his impulses could not be carried out. Psychotherapeutic spec- 
ialties, particularly non-directive counseling and psychoanalysis, have reinforced 
the notion that the retarded, at least below the dull normal level, is not capable of 
profiting from techniques of reeducation and character change. Many proponents 
of psychotherapy feel that without deep insight only superficial adjustments can be 
made, leaving the underlying dynamics unmodified. Furthermore, the psycho- 
analytically oriented therapies have clearly differentiated between the methods of 
treating the adult and the child, the child being handled by play therapy, the adult 
by verbal psychotherapy (with some exceptions in the case of the adult psychotic). 
Hence, for the adult mental deficient neither of these two procedures is indicated; 
he is not psychotic, not necessarily a child, nor is he an adult. 

A second reason for the unwillingness of counselors and therapists to participate 
in programs for, or in private work, with mentally retarded is that in their estima- 
tion it is too time consuming with little to show as a result. It is more worthwhile, 
they claim, to spend 300 hours in releasing an intelligent neurotic from the bonds 
of his defenses rather than in treating a retarded who may only reach fourth grade 
in academic achievement and do simple labor in adult life. The premium placed on 
a standard for intelligence in our society is so strong that all of us have to some de- 
gree been influenced by this cultural pattern. The mentally retarded is a deviant 
who is perhaps treated with greater rejection and less respect by parents, teachers 
and the community than is any other deviant, perhaps with the exception of the 
person with Hansen’s disease. It is this pervasive cultural influence which has both 
consciously and unconsciously deterred many professional research and clinical 
workers from entering the field. 


VALUES OF PsYCHOTHERAPY AND COUNSELING 

However, during the last few years counseling and some forms of psychothera- 
peutic treatment have been carried on more or less effectively by various individuals. 
Thorne, for example, has shown how counseling, both directive and to some extent 
non-directive, can bring about some changes in attitudes and behavior.“ Sarason 
has indicated how the retarded may even gain insight into some of the ways he has 
been dealing inadequately with real and imagined threats, and with his own frustra- 
tions and impulses. 

The psychotherapeutic principles and methods described hereafter are not so 
new as they are restatements in terms of personal experience of what can be done 
with emotionally disturbed mental deficients. These persons, and not the adjusted 
mentally retarded necessarily come to the attention of clinicians because they can 
be such a burden upon the community and the institution. 

In working with disturbed mental deficients there first has to be a real con- 
viction on the part of the counselor or therapist that the client is worthwhile. The 
worker must feel the patient is a real human being and a likeable one, otherwise 
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an effective interpersonal relationship cannot materialize. Secondly, the goal of 
treatment should be modest and simpler than the goal one usually but not necessar- 
ily anticipates in working with more intelligent individuals. Some goals we had were 
as simple as having an imbecile girl stop biting others, another goal was to have a 
silent boy participate to some extent in interpersonal exchange. Other goals may be 
more pretentious, such as having a girl stop her incessant masturbatory practices, 
not by repressive measures but by redirecting her interests. If we set out at first 
with the purpose of changing total attitudes and many aspects of behavior, we are 
likely to be defeated. This does not mean that as one goal is achieved another one 
cannot be set and further work done. 

Thirdly, and most important, the techniques should be very flexible and truly 
geared to the individual. We should not carry on counseling or therapy in one set 
pattern such as non-directive counseling or psychoanalysis in its pure form. We 
should feel our way at first with each individual and try to find out through ex- 
ploration just what medium of participation he seems able and willing to enter into. 
Just as different projective techniques are differentially useful with different in- 
dividuals, so different psycho-therapeutic techniques turn out to be more or less 
useful with different individuals. This is particularly true with mentally retarded 
who, at least in early contacts with a counselor or therapist, may not be able to make 
sufficient verbal communication or for whom verbal communication alone does not 
give them either emotional satisfaction or sufficient understanding of what they are 
doing. There has to be effected a positive transference not only between the therapist 
and the retarded who receives treatment, but between the latter and the kind of 
material or medium he is working with or in, such as the use of words, puppets or 
crayons. 


ILLUSTRATIVE CAses UsING FLEXIBLE TECHNIQUES 


A few abbreviated samples may be presented of the ways emotionally disturbed 
mental deficients were differentially handled in an institution. This setting has its 


obvious disadvantages because one has to treat patients who usually have a long 
life history of rejection, not only from parents but also the community which has 
them “put away” as they, themselves, say. On the other hand, in the institution 
the mentally retarded is more available for treatment and there is a greater chance 
to try out explorative techniques than in out-patient centers. 

Usually an idea of how to proceed with an individual is obtained by first seeing 
how he responds to projective tests. For example, a silent, morose 16 year old boy 
of borderline intelligence (borderline both before and after therapy) responded by 
nods and shakes of his head to questioning and by single words to the Rorschach and 
TAT. On the draw-a-person test he refused to make a whole figure but instead drew 
three heads of military men with helmets and a house which he started coloring but 
did not want to finish saying ‘‘No good, no place.” We felt he was trying first to 
express his desire to be strong and masculine and to identify with a strong male 
figure by his drawing of the military heads, and in drawing the house partially colored 
he was expressing dissatisfaction with both his home and tbe institution. Since draw- 
ing seemed a good medium for him it was used for a period of four months, daily 
two hour sessions at first and then three times a week. Except for a ten or fifteen 
minute period with the therapist in the room, this boy remained alone drawing as 
he seemed more at ease under these conditions. For two months he would not draw 
spontaneously but only after looking at a picture. He never copied the picture but 
the picture got him started and he would use something of what the picture had 
represented to produce a drawing of his own creation. Later he began to draw spon- 
taneously and, at the same time, he began to talk. The therapist then spent more 
time with him and by degrees his various problems came out. Eventually he found a 
substitute father figure in the form of a husky attendant from Texas who accepted 
him on the ward and gave him jobs to do. Finally his mother appeared after receiv- 
ing a picture from him of his dream house where they could live. His mother decided 
to leave New York where the boy had been so frightened and she took him home to 
live on a farm with her brother where he was able to adjust. Kadis has shown how 
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only through finger painting was a deficient child able at first to communicate his 
problems. 

In another of our cases a moron girl of 18, who masturbated openly a great deal 
of the time and who made homosexual advances to other girls in their beds at night, 
could not be reached through interviewing or through any of the projective tech- 
niques. She responded, but mechanically and with no affect. She felt too threatened. 
We first found a cottage matron who understood, at least partially, why this girl 
might be behaving as she was and was able to accept the girl, at least a good deai 
more than had her former matron who had found her disgusting and sinful. Instead 
of remaining in the cottage to do house work, the girl was placed in occupational 
therapy with the idea of stimulating her interest in some activity. At first she was 
kept busy shredding old rags. She was not scolded for rushing off to the bathroom 
rather frequently. This she always did when a boy or man walked by the building. 
After awhile this girl began to do constructive work, pot holders at first, then bath 
mats, hooked rugs and finally after some 18 months she began and succeeded in 
doing rather fine weaving. After a year she started talking a little more freely and 
was able to tell the therapist about some of her problems, mainly hatred for a step- 
father and feelings of loneliness. When her mother was shown what really fine hand- 
work this girl could do, she began taking an interest in her, at least to the extent of 
sending her clothes and cosmetics and occasionally visiting. This seemed to be all 
the girl needed to modify her behavior. She no longer masturbated, at least openly 
and frequently, and she no longer bothered other girls. She seemed content. 

With three restless and destructive boys, 11, 13 and 14 years old respectively, 
all of them of high grade mental retardation with no apparent organic defect, we 
worked in a group for two hour sessions a week for three months. We got the idea 
from one of the boys who told stories on the TAT about a boy being lonely and 
wanting to play with other boys and his brothers. The other two boys were chosen 
to be part of the group with him because they also had been reported as unruly in 
school and unmanageable in the cottage. For two sessions we gave them a pail of 
water and newspaper and told them to throw wads of paper at one basement wall 
but not at each other or anywhere else in the room. They seemed to understand 
these limits. Next we gave them finger puppets (crudely made by members of our 
department). We gradually worked them up to acting out roles, teacher, attendant, 
physician, siblings. They seemed to understand that only in this room could they 
do this. After three months the boys reached a point where they began to like school 
and where they became leaders (at least one became leader and the other two his 
assistants) in group games on the grounds around the cottage. Somehow these boys 
discovered they were accepted and that they could get enjoyment out of constructive 
rather than destructive activities, and also be admired by teachers and attendants 
for what they did. 

SUMMARY 


In conclusion, it is my feeling that if one can enjoy the individuals one works 
with, have some simple goals, flexible techniques, then the therapeutic results with 
mental retardates may be not less effective and not more difficult to bring about than 
they are with more intelligent individuals; in fact, they may be often more adequate 
and surprisingly easy to elicit. We are still in exploratory stages. A great deal more 
work has to be done, particularly along research lines, before we will understand more 
clearly in just what ways behavior of mentally retarded may be successfully and 
permanently modified. 
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THE ROLE OF COUNSELING IN A PLACEMENT PROGRAM FOR 
MENTALLY RETARDED FEMALES 
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INTRODUCTION 


The purpose of this paper is to summarize the methods and results which have 
been developed over a period of more than 25 years in a placement program for 
mentally retarded females which has been in operation at the Rutland Colony 
House of the Brandon (Vt.) State School for mental defectives. The Rutland Colony 
House is a unique experiment in the state’s program for socializing mentally retard- 
ed girls who have completed a basic course of training at the parent institution and 
who are then placed at the colony house for a final period of training-under-super- 
vision in the community before being granted parole or discharge. The Rutland 
Colony House was established on May 7, 1925 to relieve overcrowding at the 
Brandon State School, and for the last 22 years has been under the supervision of 
the junior author who is matron in charge. During this period, there has been 
worked out a philosophy for the training and administrative handling of mentally 
retarded girls in which continuing personal counseling plays a very important role. 

The Rutland Colony House provides a home-like situation stressing normal 
conditions of living in which the girls get away from the regimentation of institu- 
tional living and learn all the little things which are necessary for community living. 
The whole program is geared to meet the special needs of young mentally retarded 
women who constitute an important problem in the social welfare and mental hy- 
giene program of any state. Unlike the situation of the mentally retarded male who 
is not usually exploited by normal women in the community, the defective woman 
frequently becomes a social problem after her discharge from institutional super- 
vision due to the fact that her availability quickly becomes known and she is sexually 
sought after by normal men. This undesirable course of events is facilitated by the 
pattern of personality dynamics which characterizes many mentally retarded 
women. Having experienced a progressive rejection by social peers in childhood, and 
later subjected to frustrations and lack of personal affection in institutional living, 
she is very vulnerable on ber discharge to anyone who shows her any attention at 
all. Lacking adequate social understanding concerning the significance of attentions 
from men, she is apt to regard a smile as affection, a kiss as true Jove, and to become 
victimized by almost any man who gives her a good time. Although sexual ex- 
ploitation constitutes the gravest social problem due to the biological consequences 
of parenthood, the mental defective must also be protected from other forms of 
exploitation such as low pay, poor working conditions, dishonest financial trans- 
actions, overcharging and squandering of savings. 


THE PLAN OF OPERATION OF THE RUTLAND CoLony House 


Few mental defectives are able to make a smooth transition if they are dis- 
charged directly from institutional to community living. In an institution where 
all habits are regulated with a minimum of individual freedom, there is no opportun- 
ity to learn all the little conventions and habits which make for easy adjustment 
in the community. Over a period of years, experience has accumulated concerning 
optimum procedures for operating a community training and placement program 
as an intermediate stage between institutional living and discharge to the commun- 
ity. In practice, girls are retained at the parent institution until they have com- 
pleted the basic course of training which includes assignments in kitchen, laundry, 
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sewing room and domestic science departments. Girls whose proficiency and emo- 
tional stability have reached satisfactory levels are then considered for transfer to 
the colony house where the final stages of community training are achieved. The 
Rutland Colony House is a residential unit housing about 25 girls in the City of 
Rutland where the girls live in at night and go forth to work during the day in 
selected homes in the community. Over the years, the domestic services of these 
girls have become highly sought after and it has been possible to accumulate a list 
of working homes whose reliability and safety has been established. 

After a new girl arrives at the colony house she is given a period of indoctrina- 
tion lasting up to six months during which she learns the rules, has a period to settle 
down and adjust herself, and earns part of her keep by helping with the routine 
housework of the colony house. During this period, she is carefully studied by the 
chief matron in order to discover her social shortcomings and to receive intensive 
personal tutoring in all details of social behavior, dress, etiquette, answering the 
telephone, handling money, telling time and many other things which she will be 
expected to know when she is placed in a working home. This training is accomplish - 
ed quite painlessly by personal counseling and guidance from the matron, and also 
by the older girls who have developed high group morale and who do much to keep 
newcomers in line. In general, a new girl is handled by nondirective methods during 
the first few weeks while she is getting her bearings and showing what she can do, 
and only later guided by more directive methods to correct for specific deficiencies. 

After being assigned to a placement home, each girl is given as much freedom 
as she demonstrates capacity to use. Girls travel between the colony house and 
their jobs alone or in pairs where the distance does not require a taxi. They go to 
church, to the theatre or on shopping tours in small inconspicuous groups. At night 
and on Sundays or holidays when they are given no work assignments, there is a full 
program of leisure time activities at the colony house including parties, radio, tele- 
vision, reading, sewing, and special lessons in crafts and music. During most sum- 
mers, the colony house shuts down as a whole for two weeks and the girls spend 
their vacation at a lakeside rented camp. Perhaps the most significant part of the 
whole training program is the personalized attention and affection given by the chief 
matron to each girl. Some estimate of the degree of public acceptance given to the 
work is evidenced by the fact that each Christmas, hundreds of dollars worth of 
gifts are sent to the Colony house and to individual girls by loyal friends and grate- 
ful employers. 

Since most of the girls become self-supporting through their earnings, the State 
of Vermont has established a financial schedule whereby the girls assume more and 
more of their own support by paying board to the state in proportion to their earn- 
ings. The first six months of residence is regarded as a training period and the girls 
are charged no board. After a girl has gotten adjusted to the program of the house 
sometime around six months, she is placed in a working home at a wage of $.25 per 
hour and is charged $20.00 per month by the state for room, board and supervision. 
Thus the girl assumes partial self-support with one half of her earnings and the re- 
mainder is placed in a savings bank account in her name. Each girl is given $5.00 per 
month of her earnings for spending money in addition to such sums as are necessary 
for clothing and other necessities. From the 12th to the 24th month, their wages are 
increased to $.40 or $.50 depending upon the capabilities of the girl, and the state 
receives $35.00 for board. After the third full year of training, the girls receive $.75 
per hour and pay the state $45.00 per month for their keep. No girl works more than 
8 hours per day with no night, Sunday or holiday work. With a period of training 
at the colony house lasting from three to eight years depending upon individual 
progress, all girls who have remained 3 to 5 years reach accumulated savings of from 
$750.00 to $1500.00 with which to begin life after their discharge. These savings in 
themselves constitute an important administrative problem, since some unscrupu- 
lous person usually turns up with some claim on the savings. This problem is usually 
settled by the appointment of a guardian to handle all funds before the girl is dis- 
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charged. At the time of discharge, a permanent job is secured for them and they are 
supervised for a period of from 12 to 24 months by the state before final unconditional 
discharge is granted. 


SUMMARY OF OPERATIONS TO DATE 


During the past 27 years, 105 girls have benefitted from colony house training. 
The age at time of admission ranged from 14 to 22 years with an average of a little 
over 18 years of age. Girls have remained at the colony house an average of 3 to 5 
years with occasional girls being retained as long as 8 years for more intensive train- 
ing. Fifty-one per cent of the girls were classified as imbeciles at the time of their 
admission, and 49% as morons or with borderline intelligence. This fact is important 
because it indicates that the colony program did not reach just a selected sample of 
high-grade girls but actually had to deal with a typical cross section of imbeciles and 
morons. Several girls have had IQ’s as low as 35 or 40 but have been able to hold 
down jobs as hospital laundry assistants or have done the menial work of the colony 
house itself. Over a period of 27 years, and with an average colony house population 
of from 14 to 20 working guls, there have been gross receipts of more than $275,000. 
In 1938, the gross income of the colony house was $9050.00 with an average per 
capita cost to the state of only $.79 per week per inmate In 1951, gross earnings 
were about $16,500.00 with an average per capita cost to the state of only $3.21 per 
week covering all material and administrative expenses. 

The success of the program may be measured by followup results on 86 girls 
whose subsequent history is known. Of these, 68 or 79°% have made good or ex- 
cellent adjustments as evidenced by continued independent living and self-support, 
absence of criminal record, and the lack of any indication for reeommitment to any 
state institution. Fifteen girls are known to have made happy marriages, and several 
have had children. Many girls have been accepted into family units where they 
formerly worked, and will probably remain there for life. Of the 18 girls with poor 


adjustment, 7 had to be returned to the parent institution after their discharge from 
the colony because of inability to make a permanent adjustment, 3 were later com- 
mitted to the state hospital, 4 girls had sex difficulties and /or illegitimate pregnancy, 
one girl had a breakdown of physical health, one died and one eloped. The fact of 
se one elopement in more than 25 years indicates the fine morale of the colony 
girls. 


GENERAL PRINCIPLES OF COUNSELING AND GUIDANCE 


In our opinion, any program for handling mental defectives must be based upon 
a well-thought-out plan for directive supervision and counseling which gives contin- 
uous intimate attention to even the most minor details of adjustment, working with 
both the girls and their employers in order to prevent little leaks from sinking big 
ships. The program at the Rutland Colony House has been based on the following 
principles: 
1, Accepting, affectionate supervision. The person who wishes to be successful with mental defectives 


must genuinely like them. You must be willing to live through their problems 24 hours a day. Says 
the chief matron: “Everything in my life since I have been here has been part of them too.” 


2. Personalized normal conditions of living. Colony life approximates family life. Except for the 
minimal rules of the colony house, everything is very informal and individual. Girls have their 
own rooms and possessions. The needs of all are known and catered to. 


3. Constant regulatory supervision. Even though granted maximal freedom according to their capacity 
to handle it, detailed attention is given to possible causes of maladjustment ~ these are firmly 
dealt with as they arise. Time and time again we have seen a girl who was beautifully adjusted 
with minimal supervision become totally maladjusted once these controls were removed. Mental 
defectives usually require some minimal supervision throughout life. 


4. Detailed situational knowledge of the psy of defect. Due to the nature of their defects in per- 
ception, memory, comprehension, learning and reasoning, it is possible to predict, and to prevent, 
typical situational maladjustments which they are prone to become involved in. This means that 

e counselor must deal with the whole situation, handling relatives, friends and employers so that 
everyone knows what to expect and how to deal with it. 
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5. Detailed training procedures. With impaired ability to solve problems by naaining ing from past 
experience, it must not be assumed that the girl with a good record in the inatitution can be depend- 
ed upon to adjust in the community. No step should be overlooked in training the defective in 
habits which will be expected in the community. 


Provision for leisure time activities. The success or failure of individual placements frequently de- 
ae — success in arranging supervised leisure time. Many employers are glad to get domestic 
1elpers but do not wish to entertain them after hours which is when they get into trouble. 


. Nondirective methods. The general policy is to be as nondirective as possible, particularly during 
the first few weeks and thereafter as each girl shows ability to utilize it. However, a t danger is 
to be too nondirective in granting privileges until a girl has proven herself dependable and trust- 
worthy. 

. Directive counseling. Relatively direct and unsubtle methods may be used in obtaining a pattern 
of detailed adjustment to all situations which the defective may have to cope with. Nothing can 
be left to chance. He must be told what to do. 


Counseling with relatives, friends and employers. The behavior of mental defectives largely reflects 
the stability of their environments. If the environment becomes too frustrating, the defective is 
capable of outbursts of emotionality which are terrifying. This can largely be prevented by a stitch 
in time, working with all the people who must deal with the defective. 


DISCUSSION 


The social implications of colony house training programs are tremendous. The 
experience of the Rutland Colony House has demonstrated that morons, and’ even 
relatively low grade imbeciles may be socially and vocationally rehabilitated in 
community training programs. Not only have these girls been able to lead much 
more normal, productive and happy lives, but this has been accomplished at a rela- 
tively insignificant cost to the state. If many of these girls had not been able to re- 
ceive specialized training, they would have become life-time institutional cases at the 
expense of much human misery and thousands of dollars of taxpayer’s money. The 
success of the program was made possible primarily by faithful enlightened personnel 
who were willing to dedicate their lives to the cause, and secondarily by counseling 
and guidance methods which solved the problems of everyday adjustment. While 
this project has been under state auspices in Vermont, and should be in every state, 
there is also a fertile field for privately sponsored agencies of the same type. It 
seems entirely feasible for private individuals to establish working schools or colonies 
where borderline cases could live together and work harmoniously at no expense to 
the state. There exists at all times in our populations a group of marginal persons 
who are not quite capable of independent self-regulation and support but who could 
be rehabilitated under some sort of voluntary arrangement whereby they could 
receive minimal supervision. 


SUMMARY 


This paper has reported on the development and accomplishments of a state 
sponsored guidance and training program for female mental defectives. The Rutland 
Colony House operated by the Brandon (Vt.) State School was founded in 1925 and 
to date has trained more than 100 girls for community living. The philosophy be- 
hind the operation of the colony house is explained with special emphasis on the pro- 
gram of counseling and guidance which in our opinion has been largely responsible 
for its success It is concluded that counseling and guidance with mental defectives 
requires a systematic and extensive use of directive methods intended to resolve 
every detail of adjustment which can be dealt with. 
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INTRODUCTION 


Not so long ago a symposium on the counseling of the mentally retarded and 
their parents would have seemed irrelevant, if not a little silly. The formula of those 
days was quite simple: If the client had an IQ below 70, he was feeble-minded. If 
he was feeble-minded, he should go to an institution. If he went to an institution, 
he should stay there for the rest of his days, leaving his care to the wisdom of the 
institution’s personnel. Happily, this simple formula is no longer the case. This 
causes some concern to those of us who are in this field of work but it also presents a 
challenge to our professional acumen and imagination. 

At this symposium the term “mentally retarded”’ is being used in two different 
meanings. ‘The first has to do with the mentally retarded who are marginally 
normal and who, with the benefits of certain regimen, can become relatively self- 
sustaining in the world at large. These people need more special help than is ordinar- 
ily given to dull normals, but with understanding and acceptance and an integrated 
group of services, these people do pretty well. In their adolescent and adult years, 
they are capable of benefiting directly from vocational counseling. 

The remainder of this paper will be addressed more particularly to the second 
group, namely, the severely mentally retarded or the feeble-minded. These persons 
do not manage themselves with good prudence ordinarily, although, as has been 
made clear in the previous paper, they can be very materially assisted over the 
barrier of complete dependence. Yet, even in that optimistic report frequent refer- 
ences were made to the need for continued supervision, guardianship and manage- 
ment, indicating that no matter how successful they are, they do not really get along 
—for a long period of time, at any rate—without the benefit of some external assist- 
ance. 

This paper will deal with the counseling of parents of the severely mentally 
retarded or feeble-minded, which is the second part of the symposium. The ideas 
are based upon recent personal experiences in this field, at the time or at the level of 
clinical evaluation, when parental counseling is very necessary and when patient 
counseling would usually be impracticable, because the client might be incapable of 
assimilating such counseling because of severe retardation or because of tender 
years. The practicing clinician is constantly faced with the responsibility of meeting 
the questions which parents raise at the time of consultation. 


TyPIcAL QUESTIONS FROM PARENTS 


First of all, the parent wants to know “Is my child feeble-minded?”’ Here we 
should bear in mind that a significant part of the diagnosis is already accomplished 
by the fact that the parent has come for consultation. Ordinarily parents do not con- 
sult a specialist on mental deficiency unless they are reasonably sure that mental de- 
ficiency is present, hence a large part of the consultation is not really directed toward 
the problem, “Is my child feeble-minded?”’, but ‘‘How severely retarded is my child? 
What kind of person is he? Is he some particular clinical type? What is the prog- 
nosis, and what should I as his parent do about it?” Sooner or later, parents ask 
these four basic questions: How is my child from the standpoint of suspicion of 
mental deficiency? What is the cause of it, if present? What have I to look forward 
to? How long will it take and what should I do in the meantime? These, then, are 
the points on which the parents need direct counseling. 

The problem of differential diagnosis is no longer so simple as it used to seem. 
We now know that there are many conditions which simulate without clinically 
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being mental deficiency. There is, for example, the whole category of special dis- 
abilities which frequently give the outward appearance of mental deficiency, and 
the clinician finds it takes a careful diagnostic workup to insure that these disabil- 
ities are not genuine signs of mental deficiency. If he finds that these are only sim- 
ulating conditions, then his counseling will be directed toward the psycho-educa- 
tional correction or management of these disabilities. Since these children are not 
essentially mentally retarded in the sense of being feeble-minded, for present pur- 
poses they are passed by. 

There is another group of children who, at the time of evaluation, are so severely 
retarded that we consider them feeble-minded but who contradict that diagnosis 
in their later developmental years. These are the people who take thirty years to 
grow up instead of fifteen. This category of cases of delayed development, which 
we cannot identify beforehand at the present stage of knowledge, needs to be care- 
fully studied in clinical practice. It is in this category that many of the startling 
improvements are made in people originally classified as mentally deficient. In some 
institutions the number of children showing such improvement is from five to ten 
per cent of all wards in any particular year. The striking thing about these children 
is that it takes them so much longer to grow up than ordinary people. The counsel- 
ing of these clients and of their parents will be based on one’s prognostic convictions. 

Then there is a large group of clients who are classified as pseudo-mentally 
deficient. Their principal champion is Dr. Grace Arthur“ although all qualified clin- 
icians have had some share in emphasizing the hazards of mental diagnosis from the 
standpoint of pseudo-deficiency. These are clients with personality disorders, or 
with marked environmental deprivations, or perhaps belonging in the other two 
classes of special disabilities, which make them look like mental deficients, or persons 
showing delayed development. There are also in this group many sensorially handi- 
‘capped children where a visual or auditory-perceptual disorder is not clearly identi- 
fied and the sensorial intake of experience is such that the child’s expressive behavior 
is seriously restricted. Some of these clients may be psychiatric types, or dynami- 
cally disturbed. There also is a miscellaneous grouping of idiosyncrasies of behavior 
which are not clinically identifiable with clinical mental deficiency in terms of a 
syndromic concept. 

In addition, we have the more or less routine groups of mental deficiencies 
known as idiots, imbeciles, and morons. In the classification of these cases there is 
now wide interest and new information regarding the consequences of central ner- 
vous system impairment. It is specially important today, for counseling purposes, 
to distinguish between the familial type of mental deficiency and those types which 
owe their condition to encephalopathy. The latter are commonly referred to as 
brain-damaged children. One sub-group of these has been identified recently under 
the title of neurophrenia.”® This is a group of cases with a special behavioral symp- 
tom-complex of brain damage sequelae differing from those classifiable as schizo- 
phrenia, epilepsy, exogenous mental deficiency and the specific disorders of the cen- 
tral nervous system impairment described by Werner,“ Strauss and Lehtinen.” 


CLusteR ASPECT OF PARENTAL COUNSELING 


With these problems of diagnosis clearly in mind, it becomes possible to give 
much better counseling to the parents of the patient or client. At this poiit we 
recognize the ‘‘cluster aspect” of counseling for it becomes just as necessary to take 
a clinical attitude toward counseling as it does to take a clinical attitude toward 
diagnosis. For example, it makes a difference whether the family circle is harmon- 
ious or discordant. If the mother is widowed or the father is a widower, these are 
practical, realistic factors in counseling. It makes a difference whether there are 
other children in the family, whether they are young or old, and what their sex may 
be. In other words, one takes account of the total family situation in advising as to 
the best management or ultimate disposition of the patient. 
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Assume, for example, that the child happens to be of the mongoloid type of 
mental deficiency, and suppose there is a marriageable daughter in the family. It 
now behooves the family, perhaps, to place the mongoloid child outside the family 
for at least the period of marriageability of the daughter. The ethics of this pro- 
cedure may be questioned but it is a practical problem which the family must face. 
Or perhaps the mother is deceased and the father besides providing for the family 
has the full care of the children. He may find it necessary to ‘‘place” the deficient 
child, but following remarriage might again resume custody. These are simple, but 
important circumstances which have a bearing on counseling that we might over- 
look. 

Another example of counseling is posed by the birth of mongoloid type of 
mental defective. It is considered good pediatric practice today to advise the par- 
ents of the newborn mongoloid child to place him immediately under institutional 
care regardless of other circumstances. Personally, I cannot subscribe to such an 
“all-or-none”’ type of counseling. There are many situations in which it may be 
desirable to place the deficient child under residential care as soon as this need is 
recognized, but there are also many other instances in which this is inadvisable. 


CHANGING ProsBLeMs DuriING Lire Periops 


The reader can elaborate this kind of counseling for himself. It requires real- 
istic, sympathetic, human attitudes toward the client and his family. However 
there are certain general principles that one can use to orient understanding toward 
these issues, which may be considered temporally in terms of successive decades of 
living. Ordinarily, during the first five or ten years of the patient’s life, home care is 
desirable and feasible. There are, of course, exceptions, such as when the child should 
be placed immediately following lying-in care, or where the child should be placed 
under residential care as soon as feasible in early infancy. But for the majority of 
instances it is desirable to provide home care for the child during this first decade. 
In the later five years of this period if the child is of the moron grade, public school 
care would usually be feasible. Usually this is not feasible in the case of the idiot or 
imbecile grade of mental deficiency. 

In the second decade of life, other factors enter the picture. The child may now 
be something of a physical burden in the family. Or he may be sexually a responsi- 
bility that the family cannot fully assume. The relative ages of the siblings may 
now be a more pertinent factor in counseling. The needs of the child may no longer 
be so well cared for at home as in a residential school. The need for companionship 
of kind is more important during the second decade than it is in the first decade; 
after ten years of age the child may be too large to associate with his mental equals 
and too inferior intellectually to associate with his chronological equals. The second 
decade of life is usually the optimal period for residential care, although bere again 
the first five years of this period may profitably be spent in association with similar 
children under public-school care. 

In the third decade the child will ordinarily have had the best benefits of train- 
ing and will now be ready for maximum occupational usefulness. During ‘these years 
there are many things that can be done. These needs must be foreseen by the clin- 
ically-oriented counselor so that the parents can be advised what to anticipate long 
before the time of arrival of that need. 

During the fourth decade a new issue occurs, if it has not had to be faced 
earlier, the need for some permanent program of ultimate care. If the person is 
feebleminded, we would assume that he will need continual guardianship so that 
at or before this time the family should have been advised to anticipate the needs 
of some permanent program of supervision or custody or guardianship. There are 
some private residential schools which provide permanent arrangements, and of 
course all state schools provide for such needs. ‘There are still other devices in 
which we can advise families, such as trust funds and ward guardianship. Many 
children go to institutions for temporary periods and are then reassimilated at home. 
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This introduces another aspect of counseling: Should I take my child back home 
from the institution or residential school? There are many instances in which that 
is perfectly feasible whether or not the person can be made marginally self-support- 
ing with minimum supervision. 

Now, the basic point of “cluster counseling’’ is that there is no very simple, 
single solution. The problems of regimen or management will depend first of all on 
the diagnosis and secondly on the prognosis. Since both diagnosis and prognosis will 
depend largely on etiology, this aspect of each case requires careful study whenever 
we are responsible for counseling parents of the severely mentally retarded. 
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INTRODUCTION 


In a discussion of this kind it would be well to state at the very beginning what 
is so often posed in theory and neglected in practice, that no child stands alone; that 
a child is part of a family and a community; that what happens to the family affects 
the child and certainly the child affects the family. This interaction of strong forces 
must always be remembered and dealt with if we are to help the mentally retarded 
realize potentials to the maximum. To deal in isolation with the child on an “‘indi- 
vidual” basis would, of course, be unthinkable. Work must be done with the par- 
ents, too, who play so important a role in this problem. 

It is just as unrealistic to deal with the parents in isolation or “‘individually”’. 
They, too, do not stand alone. They are part of the child’s life and difficulties. To- 
gether with the child, as a family, they are part of a community life—and even more 
important, members of groups of individuals who, because of the presence of the 
retarded child in their midst, have special interests and problems. 

It seems axiomatic that successful group guidance depends on at least two 
factors, both of which are necessary, i.e. a group to be guided and somewhere to 
guide them. Until recently, except in an institutional setting, there were not enough 
parents of mentally retarded children asking for guidance at the same time to make 
group work feasible and, furthermore, there was no frame of reference in which to 
work—nowhere to guide many of them except to institutions. 

A factor which probably changes the whole emphasis in dealing with the parents 
of mentally retarded children has been the quite recent formal organization of these 
parents into associations or parents groups. Now we find large numbers of parents 
asking for help in a community setting. By the very act of organizing into groups 
the parents themselves supply the first frame of reference and even create a loose 
form of group therapy, lacking until now. In commenting on this phenomenon, 
Sarason says, ‘“These parents, by virtue of becoming a group, have done more for 
their own happiness and stability, than the professional or specialist has ever done 
for them’’.“ 

It now becomes necessary for the professional to reexamine old ideas and form- 
ulate new ones, even in advance of the parents groups, or he will find himself en- 
gulfed and submerged. If he is to help the parents, ‘It seems important’’, writes 
Sheimo, ‘‘not to under-estimate the intense repressed forces which become mobilized 
in parents who have mentally defective and/or handicapped children. At such 
times, to center one’s attention on the defective child rather than toward the parental 
conflict, might be attempting to deal with the least relevant factor in the total 
situation’. © 


PARENTAL ATTITUDES 


Previously, probably the most difficult and at times frustrating problem when 
trying to guide the individual parent of a mentally retarded child has been what 
Sheimo aptly terms the ‘intense repressed forces’. This may have taken the form 
of intense resistance on the part of the parents to any realistic recognition of the 
limitations or even capacities of the retarded individual. Parents have insisted, on the 
one hand, that the child could do this, that, or the other thing if only given a 
chance. On the other hand, there has been intense overprotection of the child so 
that even in areas where the child has capacities, they are not developed because the 
parents are afraid to let the child do things. Johnny may get hurt, may be made 
fun of, ete. Families with retarded children seem to be beset much more intensely 
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with problems of sibling rivalry, marital conflicts, etc. The presence of the retarded 
child seems to accentuate any personality difficulties which exist in members of the 
family. And indeed why shouldn’t it? Here is a problem which has been the subject 
of community ridicule and rejection, that has to be dealt with by the parents 24 
hours a day, without relief and often without hope of any kind. 

The attitudes of the parents were a reaction to a very real rejection and non- 
acceptance by the community group within which the family with a retarded child 
found itself. The family as well as the child were ridiculed, “‘stared at’’ or avoided. 
The community approached them with a mingling of pity and suspicion. “Are 
idiots really born to intelligent people who lead a normal life?” “‘Johnny should not 
play with a ‘‘moron’’, because a ‘‘moron’”’ may lead Johnny into delinquent acts of 
sexual perversions’. “Aren’t all mentally retarded better off in institutions?” 

The professionals themselves have not helped the situation. Research still 
being in the “‘prefact finding’’ stage, there were too many unknown and unexplored 
facts. Too many pediatricians and obstetricians had routinely recommended im- 
mediate institutional placement whenever a mongoloid child was born. Educators 
have told many of these parents that their children are ‘“‘uneducable”. The doors of 
mental hygiene clinics, recreation centers, industry and community facilities were 
closed to the retarded and his family. For these reasons individual approaches were 
much too threatening to many of these parents and an unusually large proportion 
were found inaccessible to individual guidance or casework. 


Tue Famity’s SITUATION 


It seemed to us that these group pressures basically had forced the family of a 
retarded child to withdraw from normal social contacts and isolate itself with the 
child. In turn, the family’s attention was focused more sharply on every action of 


the child; the resulting frustration accentuated not only the personality difficulties 
of the parents, but to a large extent created feelings of guilt, shame, rejection and 
overprotection of the retarded child. Since the latter have the same needs as the 
normal with regard to family life, social acceptance, etc., adequate adjustment is 
made infinitely harder because of the increased personality problems and difficulties 
of the parents. Non-acceptance by the community and the family groups is trans- 
lated to the individual parent and then the child. The attitudes of the groups must 
be influenced and changed and it is not only logical and feasible, but imperative to 
work with parents while the parents’ organizations are working with the larger 
group—the community. 


Group GUIDANCE FOR PARENTS 

If these parental attitudes are a result of community group pressures, then the 
utilization of further group approaches which are organized, directed and channel- 
ized for therapeutic ends should logically offer some effective means of changing 
these parental attitudes and relieving some of the family pressures. The organized 
parent groups have effectively mobilized these ‘intense repressed forces’? towards 
the organization of clinics, recreation groups, schools, and other direct services for 
the retarded. These projects supplied the frame of reference necessary for successful 
group guidance—somewhere to guide the parents. 

It is interesting to note the parent attitudes towards the clinic services as found 
by Galiboff®. In analyzing these attitudes he chose twenty parents, half of whom 
were members of the Association for the Help of Retarded Children which supported 
the clinic. ‘‘The feeling of belonging to a group of parents whose problems are being 
handled by their own means has a great therapeutic value ... The parents who were 
members of the Association were more accepting of their children and expressed 
their satisfaction toward services that the clinic provided them. Those parents who 
were not members were mostly dissatisfied with the services of the clinic and re- 
jected their children.” 
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We might add that this was the result of the impact of the whole parent- 
association and not because of work done with small groups in the frame of reference 
of a specific service. The parents themselves recognized the need for more intense, 
specialized group participation and guidance. They organized the Parent Education 
Courses, a series of lectures in the general area of mental retardation dealing with 
such topics as ‘‘Definitions, Kinds and Causes of Mental Retardation”, ‘“Trends 
and Problems in the Medical Study of Mental Retardation’’, ‘Psychological Test- 
ing and Its Implications’, ‘“The Retarded Child in the Home”, etc. (see appendix). 
A further refinement of this approach is the School for Mothers, a series of lectures 
and discussions dealing with specific management problems and activities of daily 
living for parents with retarded children under 5. These courses are fulfilling the 
tremendous thirst of the parents for knowledge from which comes a significant 
change in the parents’ attitudes to the child and the problem. 

Because of the large numbers of parents involved in these courses, and the fact 
that the group leaders have been unfamiliar with specific problems of individual 
children involved, some readers may consider these programs to be parent educa- 
tion rather than group guidance as such. Although we do not wish to become in- 
volved in controversy, we believe that no constructive purpose is served in drawing 
fine distinctions which often become vague and confused in differentiating between 
group guidance and parent education. 


PATTERN OF ORGANIZATION 


The important thing to bear in mind is that these groups were a natural con- 
sequence of a situation, a frame of reference, if you will. They started with the large 
group of the whole organization, then became smaller in the parent-education course 
and school for mothers and finally formed into tightly knit small groups according 
to particular services extended to children through efforts of the parents. 

From the base of the general Parent Association, the group guidance approach 
has been vitalized effectively and on different levels throughout the various projects 
organized by the Association for the Help of Retarded Children. Probably the most 
refined and most specialized use has been in our clinics. Typical of this use was a 
group of eight mothers of mongoloid children organized at the Morris J. Solomon 
Clinic for the Rehabilitation of Retarded Children at the Jewish Hospital of Brook- 
lyn. These children ranged in chronological ages from 3 to 7 (mental ages from 10 
— to 4 years 8 months) and had received complete diagnostic workups at the 
clinic. 

These evaluations made it quite clear that all the children had abilities which 
were not being utilized and that all could be helped to function better if several things 
could happen in the fémily group. In the first place, the tremendous anxiety, hostil- 
ity, guilt, shame and rejection which had built up in the parents had to be relieved. 
All of these families were more or less isolated. They had withdrawn from practi- 
cally all social contacts and had to be reintegrated as functioning and participating 
members of the community. Further, all of them were at a complete loss in terms of 
management of the child at home. They were struggling with such questions as: 
Would their child learn to talk? How could they cut down hour long feeding sess- 
ions? How and when could they get the child to drink from a glass, feed himself, 
start to dress himself, etc.? 

The group of mothers had been carefully selected from a large clinic list of their 
children who were at various stages within the age range. This arrangement per- 
mitted us to use the knowledge of the parents themselves about the developmental 
process. Thus, the phases through which one parent had gone with her child were 
available as information for the assistance of other group members. The mothers 
had also been selected to some extent to form a balanced group ranging from ex- 
tremely withdrawn to very aggressive. 

The psychiatric social worker who was familiar with all the cases and had 
interpreted the clinie findings to these parents acted as the group leader. Twelve 
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weekly sessions of approximately 114 hours each were set. Supervision was offered 
for the children during the sessions. The topics covered ranged from very specific 
aspects of management in activities of daily living to discussions of their own feel- 
ings of guilt, frustration, and shame about the child, family attitudes, explanations 
to siblings of the mongoloid child, etc. 


Group DyNamics 


Things happened rather swiftly in the group. Through the support gained from 
the leader and the others in the group, there even was a danger at times that these 
parents, previously afraid of making any move, would go too fast. They began to 
permit the children to do things without the parents’ help and thus proved to them- 
selves that the children had capacities (which they could not see or accept when 
this was interpreted individually to them). When a specific management problem 
had been discussed and steps outlined, it became a matter of personal pride for each 
individual to report back at the following session what she had been able to ac- 
complish with her child. Even the mother who for five years had spent three hours 
on each feeding succeeded in cutting this down by 45 minutes by the end of the 
sessions. (Interestingly enough, two pediatricians had previously spent several 
hours with this mother on the feeding problem and had gotten nowhere. The mother 
refused te follow any of their instructions, expressing the fear that if she followed 
their advice, her child would starve to death.) 

At the end of the sessions all were offered the opportunity to continue with 
individual guidance sessions. Only three felt they needed this. The others felt that 
for a time they could manage on their own and were anxious to see how far they 
could get before they needed additional help. This was a remarkable change for a 
group of parents who previously had been so isolated and confused that they were 
completely immobilized. At the end of the twelve weeks we noted many changes in 
parental attitudes. We also were able to see the beginnings of the effect of changed 
handling at home as it was reflected in better adjustment and improved behaviour of 
the children. 


GUIDANCE FOR OLDER GROUPS 


Group guidance for parents has also been utilized effectively in the social act- 
ivity program for retarded individuals from 18 to 25 years of age. These individuals 
meet for club group activities in six centers throughout the city. Each group has 
approximately 15 members, boys and girls meeting one evening a week under the 
direction of two professional leaders. 

In organizing this program we also were faced with the kinds of problems out- 
lined above, particularly parental attitudes which hampered and interfered with 
whatever progress could be achieved with the club groups. To cope with this ob- 
stacle, we set up a parent discussion group for parents whose children were partici- 
pating in a particular club group. The parents met at the same time that their chil- 
dren did, but in a different part of the center. We utilized the services of psychia- 
tric social workers as discussion leaders. 

In this program we could not achieve the high degree of selectivity or balance 
which was possible in the group organized in the clinic. The grouping this time had 
been done in terms of the children rather than their parents. This fact presented 
greater difficulties in some groups overbalanced with very aggressive, dominating 
or very disturbed individuals and showed itself in different rates of development 
in favor of more evenly matched parents. However, the discussion groups had the 
advantage of being formed within the realistic framework of a project for the child- 
ren. 

The parent-discussion groups were utilized not only to consider the recreational 
clubs for adolescents and young adults and to attempt to transfer insights into 
home life, but also went into general considerations of the problems of retardation, 
parental attitudes and specific management questions. 
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For example, the discussions over a ten month period with one group covered 
such areas as the parents’ lack of confidence in their children and the parents’ fears 
to permit the retarded individuals to assume responsibility; behaviour problems 
and how to handle them; problems of sex; goals which could be achieved, etc. The 
discussions were permitted to develop from the kinds of problems the parents were 
struggling with and out of the “new” problems which arose as a result of the club 
program and the new and different stimuli to which the children were exposed. 

All the discussions were approached from individual problems or questions and 
sessions were ended with a general conclusion or summary drawn from the dis- 
cussion. In this way each member of the group had some part in formulating the 
conclusion and felt much more personally involved in it. As a result it was possible 
to take such ‘‘risks’’ as permitting a 22 year old retarded son to travel on the sub- 
way alone or to go to a movie in the evening with a friend. Such steps could never 
have been accomplished with these parents on an individual guidance basis, even 
though their children had long been ready for this and were capable of it. They had 
to have the support of other parents and—most important—a program for the 
children as a frame of reference and hope. 


DIscUSSION 


The amount of insight gained by the parents and their success in assimilating 
and carrying out management techniques can roughly be judged from the manner 
in which the kind of problems they raised refocused themselves in the course of the 
sessions. For example, the initial questions of discipline and control changed to 
questions of how can we get the children to travel alone, handle money, manage an 
allowance, find and hold a job. In certain areas there was a danger of the parents 
moving too fast and suddenly expecting too much as they began to see some further 
social development in their children for the first time in many years. All their re- 
pressed and forgotten hopes were reactivated. Typical of this is the whole question 
of sex. Whereas in the initial phases there were intense fears about permitting any 
of the children to be unsupervised at any time or to travel alone for fear of someone 
“taking advantage of them” sexually, these problems gradually were refocused on 
areas such as: “Could these children understand about sex?’’, and finally, after sev- 
eral months, to questions of ‘Should we allow them to date?” and “Is marriage 
feasible?” 

Probably the best criterion for evaluating the effectiveness of group guidance 
for parents within this program is the manner in which discussion material was 
translated into changed attitudes and improved handling of the children. This de- 
velopment reflected itself very clearly in the improved adjustments of the children 
and their very marked and rapid progress in social adaptations. 

One of our first club groups, for example, started with 20 retarded boys and 
girls ranging in age from 18 to 27 with 1.Q.’s approximately 50 to 75. There were 
various diagnostic categories and a number of individuals had been institutionalized 
at one point or another. At the start only 3 members of this group were working 
and only 5 knew how to travel by themselves. By and large, they were completely 
dependent upon their parents, showed very little interest in their surroundings, had 
no friends and had a great deal of difficulty getting along with others (one of the 
chief reasons why many were not working). After 1/4 years, all but 2 of this group 
were working, all were travelling by themselves, managing allowances, conducting 
their own business meetings, electing club officers, publishing their own club paper, 
dating club members of the opposite sex, meeting each other for card games, theatre 
parties, etc. 

Admittedly part of this development was due to the club program with the 
young adults themselves. It is clear, however, that even this factor could not have 
operated unless the parents were involved and permitted their children to assume 
responsibilities and effectively implement the two hour weekly club sessions with 
changes of their own during the remainder of the week. 
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A third program which involves group guidance with parents centers in our 
schools (organized for children who are not eligible for the special classes in the 
publie schools, i.e., children with I. Q. below 50). Because of the newness of our 
school program this phase of group guidance has not yet been fully developed, but 
it seems to offer tremendous possibilities. 


SUMMARY 


With the continued planning and creation of more community facilities, we are 
forced to deal more and more with the problems of mental retardation as they exist 
in their natural setting, the community. We are faced with the retarded individual 
as a person living in a family group, who will probably continue to do so for some 
time to come, if not for his or her whole life. 

Our work with the parents of the mentally retarded has definitely established 
the value of group guidance for parents of mentally retarded children as one of the 
most effective tools to bring about a more adequate adjustment of the family to such 
a child, as well as more effectively reintegrating the family into the community. Our 
experience indicates that such group guidance is a prime necessity if the child is to 
get the maximum benefit from his family life or services set up to help him develop 
his or her capacities. In fact, the advent of Parents Groups and their own tre- 
mendous drive makes such group guidance not only feasible, but indispensable to 
the success of any program. 


APPENDIX 


PARENT EDUCATION COURSES ON MENTAL RETARDATION 


Tue Hevp or RerarDED CuILpREN, Inc. 


This is a series of lectures followed by question and answer periods to acquaint parents with the 
various aspects and implications of mental retardation. It is an educational course to help parents 
understand their children’s problems and, through understanding, handle them intelligently, as well 
as with love. 


The schedule of lectures is as follows: 


Definitions, Kinds and Causes: Nature and needs of mentally retarded children; definition; 
‘auses; types and classifications of mental retardation. 


Trends and Problems in the Medical Study of Mental Retardation. 


Psychological Testing and its Implications: Nature of intelligence and personality; aims and 
objectives of the psychological examination; procedure of the examination; the examination battery; 
its findings and implications and relationship to mental retardation. 


Child in the Home, Recognition, Impact and Acceptance: Methods in early detection of retarda- 
tion; mental growth and personality patterns of the child; the impact of the child’s retardation on 
the whole family; acceptance of the child as a person and his place in our society. 


Speech for the Retarded: A definition of language and speech; the development of language and 
speech; preparation for language and speech. 


Implications—Personal and Vocational: Training of the whole child with special attention to 
what the home and family can do to help the child grow towards his full potential in the various 
elements of his total personality. 


The Older Retarded Child-—Social Implications in the Home and the Community: Impact upon 
the home life; duties and obligations in the home towards the older retarded child and the need for 
community education to insure better understanding, acceptance and respect for the older mentally 
retarded child. 


The older Retarded Child—Vocational Training and Employment: What the older retarded child 
can do; what jobs are available to him and what training he needs. 
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Seneanren 


JOSEPH T. WEINGOLD AND RUDOLF P. HORMUTH 


SCHOOL FOR MOTHERS OF CHILDREN UNDER 5 
Topics for each class: 


Causes of Mental Retardation. 

Self-care Activities: Feeding, dressing, toilet training. 

Behaviour Problems. 

Speech Problems. 

Meaning and Value of Psychological Tests. 

Choice of Games, Toys and Crafts. 

Healthy Parental Attitudes. How to accept your Child as a person. 

Medical Treatment of Retardation (an evaluation of various drug therapies). 
Role Diagnosis of Difficulties and Agreement between Parent and Child. 
Planning the Future of the Retarded Child. 
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SYMPOSIUM 





TOWARD A COMPREHENSIVE SYSTEM OF CLINICAL PRACTICE 


Ep1Tor’s INTRODUCTION 


This issue contains a symposium devoted to a consideration of the basic system- 
atic foundations of modern clinical medicine and clinical psychology. In the past, 
clinical psychology has grown in a helterskelter manner, like Topsy, with individual 
clinicians doing the best they could to develop clinical proficiency out of whatever 
random opportunities that happened to be available. The result has been a general 
failure to evaluate closely the general principles about which a comprehensive sys- 
tem of practice could be constructed. In our opinion, it is absolutely essential for all 
workers in the field to reach agreement concerning the nature of the clinical method 
in general and the rationale of specific clinical techniques in particular. 

The situation of psychological science in general is rendered difficult due to our 
almost complete lack of information concerning the functioning of the central nerv- 
ous system. Relatively nothing is currently known concerning brain function, and 
we are therefore forced to deal with behavior on phenomenal levels with only a mass 
of speculations to explain the dynamics of mental life. 

The situation of clinical psychology and psychiatry is further compromised by 
the almost complete lack of scientific knowledge upon which to base important 
decisions concerning action in dealing with applied clinical problems. In such con- 
troversies as ‘spare the whip and spoil the child” vs nondirectivism and progressive 
education, current practice is largely empirical since large scale research data are 
almost completely lacking. When the validity of many current practices is critically 
evaluated, it is remarkable what far-reaching conclusions have evolved from theoret- 
ical premises on the basis of such sparse scientific data. Indeed, it may be stated 
without fear of serious contradiction that almost all current clinical practices are 
based on purely empiric and speculative grounds in the absence of large scale re- 
search objectification of what is actually involved. 

It appears to us that the only escape from this dilemma is the far reaching ap- 
plication of operational methods to all clinical research and practice. Until we dis- 
cover how the brain works and devise methods for objectifying its functions, all 
statements concerning behavior must necessarily be stated in operational terms. We 
must qualify all clinical results and opinions by a clear statement of the exact meth- 
ods and conditions under which they were obtained, recognizing that studies on 
other operational levels will produce entirely different results. 

One of the blind spots of ‘founders’ of schools of thought and of individual 
clinicians adhering to limited viewpoints has been their frequent failure to recognize 
that their methods and results were a function only of whatever operational level of 
investigation which they happened to be using. In fact it has seemed to us that many 
of the conflicts between various systems of psychology in the past may be resolved 
by understanding that many of these ‘‘schools’”’ were studying personality on differ- 
ent operational levels which in themselves would preclude any uniformity of method 
or results. Thus, behaviorism and psychoanalysis are not studying the same opera- 
tional levels of behavior and it could not be expected that there would be any com- 
parability of results. 

Every clinician should attempt to free himself from the perceptual blunder of 
thinking and acting on only one operational level. Some clinicians may be considered 
to have the occupational disease of ‘‘operational myopia’”’ because of their failure to 
understand and act out upon the general principle that only by studying personality 
on all operational levels can be achieved complete understanding of its dynamics. 
This is the justification for eclecticism in scientific practice. The eclectic thinker 
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automatically seeks the broadest possible bases for reaching conclusions, and thus 
avoids the operational error of undue limitation of viewpoint. Modern medicine has 
accepted this principle in its requirement that every student must take all subjects 
whether he wishes to or not and thus be exposed to all known scientific data in every 
specialty. 

Perhaps the greatest need in clinical psychological science is the rapid achieve- 
ment of large scale methods for the solution of specific problems of clinical practice. 
There are many types of clinical problems, such as the validation of methods of diag- 
nosis and therapy, which can only be solved by the accumulation of large scale data. 
The experience of modern medicine has repeatedly demonstrated that even the most 
exacting of small scale experiments are no substitute for large scale data gathered 
under all possible operational conditions. Too frequently, the most promising- 
appearing results obtained from preliminary laboratory experiments have been com- 
pletely invalidated when large scale results became available. Refinement of experi- 
mental and statistical design is no substitute for large scale samples. 

Modern medicine has solved this problem by setting up through governmental 
agencies and the American Medical Association, national clearing house methods for 
the rapid gathering of large scale data on any desired clinical problem. Within a few 
years, any new drug or clinical method can receive large scale testing in selected 
clinics throughout the land. Pharmaceutical concerns have recognized the principle 
in their practice of distributing large quantities of new drugs to researchers over 
the country who are willing to gather data. 

No such national clearing house methods are currently available in psychology 
or psychiatry. In fact it appears to this observer that resources are actually being 
dissipated through failure of research agencies to apportion responsibility for at- 
tacking important research problems. For example, only a few large universities, 
foundations, national organizations or governmental agencies have the resources to 
undertake large scale research simultaneously in multiple projects bearing on various 
aspects of problems. Conversely, smaller universities, clinics or groups of individuals 
are more ideally suited for conducting small scale laboratory experiments which 
can be accomplished with local resources. 

It appears to us that resources are being dissipated when the larger agencies fail 
to attack major problems demanding large scale research but instead limit themselves 
to sponsoring research which could just as well be accomplished by smaller agencies. 
We need high level planning and research coordination in order to discriminate the 
most important research problems of the year and then to apportion national re- 
sources in coordinated manner until these problems are solved. The problem of de- 
termining the indications and contraindications of such methods as psychoanalysis, 
nondirectivism or directivism is no more difficult than the medical problem of de- 
termining whether X ray or surgery is the method of choice in a certain type of 
cancer, or whether sulphadiazine or penicillin is the best treatment of endocarditis. 
At the present time we are piddling along with inconclusive small scale research 
which is not solving anything and which can not be expected to do so in the future. 

As we see it, such agencies as the AMERICAN PsyCHOLOGICAL ASSOCIATION, the 
AMERICAN PsycuHiAtric AssocraTION, the U.S. Pusitic HEALTH SERVICE or some of 
the larger research foundations have the immediate obligation to get together and 
work out some plan for systematically attacking large scale problems. Such an ap- 
proach will require vision and long range planning. It may be necessary to set up a 
group of research teams accumulating sufficient experience so that they can be 
trusted to come up with valid solutions to problems in their specialties. Certainly a 
network of cooperating clinics or agencies could be organized so as to conduct simul- 
taneous studies of new methods under all pertinent conditions. 

When this is accomplished, we can expect the rapid accumulation of data in a 
few years which probably could never be accomplished under existing haphazard 
methods of divisioning research responsibilities. 

F. C. T. 
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INTRODUCTION 

A study of the current literature dealing with psychiatry, psychology and psy- 
chosomatic medicine reveals a state of considerable confusion concerning theoretical 
formulations, nosological entitites and classification. Much of this confusion appears 
to be a result of semantic obscurities and serious errors in handling, as if they belong 
to a single level of discourse, concepts which in fact do not permit such treatment “®, 

While it is widely recognized that environmental factors, such as people, lang- 
uage and symbols, because of their importance to a given individual, may result in 
serious and prolonged disability, it is not readily appreciated that such observations 
need not imply a viewpoint regarding illness which is different from the viewpoint 
regarding infectious diseases, for example. 

A previous attempt to develop a viewpoint of disease which could incorporate 
such apparently diverse factors as infectious agents and cultural symbols was made 
by Halliday’. His approach, the result of many years of varied clinical experience, 
has proved to be a valuable contribution. However, he did not give sufficiently ex- 
plicit consideration to the important areas of emotion and behavior, nor did he 
utilize any contributions from the field of learning theory—but, as will be seen, a 
comprehensive understanding of sick persons requires that due place be given these 
topics. 
Dollard and Miller, in a challenging systematic attempt to integrate the contri- 
butions of learning theory, psychoanalytic experience and socio-cultural observa- 
tions have delineated a theory of human behavior (of which sick behavior is a part), 
based, wherever possible, upon presently available experimental data“. In this 
synthesis they have attempted to account for many aspects of human behavior first 
observed clearly in the clinical psychotherapeutic situation, but of obvious general 
significance. They were not concerned, however, with the problem of how human 
behavior fits into a general framework of disease broad enough to include the variety 
of illnesses physicians regularly encounter. Furthermore, they did not recognize 
sufficiently the differences between physiological alterations and behavioral res- 
ponses and tended to neglect the former. 

In this paper, there is presented a conception of illness which has proven to be 
applicable to all kinds of medical problems (including sick behavior), which takes 
into account the topics skipped over by Halliday, and which has been effective in 
teaching medical students a comprehensive approach to their patients. The concep- 
tion has in common with the views of Halliday and of Dollard and Miller, that illness 
is regarded biologically as an organism-environment relationship. One of the authors 
has tried previously a variety of methods of presentation of this conception. These 
have been entirely verbal and relatively loosely integrated; see, for example, the 
most recent attempt “®’. We have become aware that a description in the form of a 
diagram not only reinforces strongly a purely verbal one, but is superior to it in that 
it makes necessary and even automatic a more tightly knit integration of the com- 
ponents of the conception and compels definitions which are more operational. In 
addition, the elements of the conception are far easier to teach, to remember, and to 
use as a framework for the study, description, and evaluation of diverse medical 
problems and treatment procedures. 

The conception, in its diagrammatic form, is presented in figure 1 and its use 
as a framework for the understanding of disease is made clear in the discussion to 
follow. 


*From the Division of Psychosomatic Medicine, Departments of Internal Medicine and Neuro- 
psychiatry, Washington University School of Medicine, Saint Louis, Mo. 
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SCHEMATIC PRESENTATION OF PRINCIPLES OF COMPREHENSIVE MEDICINE 
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Fiecure 1 


VIEWPOINTS TOWARD DISEASE 


A chief source of confusion in any discussion of disease is that it may be con- 
sidered from several points of view. Any one of these points of view usually proves 
to be insufficiently explanatory by itself, but tends to be overemphasized because of 
its original effectiveness, ease of scientific study, etc. For example, a disease may be 
described in terms of its pathological physiology and anatomy. Most text books of 
pathology“: '), after devoting a section to general pathology, consider diseases in 
terms of the organ systems involved, with attention directed to the various changes 
in structure and function of the parts concerned. In this latter section, hypertension 
is considered in terms of arteriolar constriction, arteriosclerosis, cardiac hypertrophy, 
relative myocardial ischemia, ete. Peptic ulcer is discussed in terms of hypersecretion 
of HCl, increased gastric motility, erosion of the mucosa, changes in the muscularis, 
influence of vagus stimulation, significance of enterogastrone and many other pertin- 
ent subjects. Meningitis is described in reference to inflammatory changes, leukocyte 
infiltration, involvement of associated structures, changes in the cerebrospinal fluid 
and other factors. On the other hand, in the section on general pathology, diseases 
may be discussed in terms of relevant environmental factors. The discussion of 
pneumococcal pneumonia, in that section, thus emphasizes an infectious agent; con- 
sideration of methanol poisoning emphasizes a chemical agent; review of the con- 
sequences of excessive x-radiation calls attention to radioactivity, etc. 

Sometimes diseases are classified in terms of conspicuous hereditary factors, 
hence sickle cell anemia, amaurotic familial idiocy or hemophilia; or in terms of 
acquired constitutional factors such as hypersensitivity, thus rheumatic fever, glo- 
merulonephritis and the collagen diseases. 

An approach to the problem of disease that is comprehensive clearly requires a 
description of it from several points of reference of which three have been men- 
tioned above. Thus any sick individual needs to be examined in terms of the follow- 
ing: 1. What factors in the environment (or life situation) of this patient are operat- 
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ing to promote disability? 2. What factors in the individual’s heredity and past ex- 
perience are pertinent to the explanation of his sickness? 3. What are the changes in 
the function and structure of the various parts of his body which actually result in 
symptoms, signs and ultimately serious disability or death? And, finally, a factor, 
the importance of which will be clear from what follows: 4. In what way do these 
changes contribute to subsequent behavior responses of the organism, and what is 
the nature of these responses? (These further responses are largely determined by 
factors in the individual’s heredity and past experience and hence reflect to a con- 
siderable degree the individual’s social and cultural setting. Furthermore, these 
subsequent responses are the ways at the disposal of the organism for dealing with 
its disturbed equilibrium). 

In any given illness, one or another of these four areas may be the more im- 
portant but obviously there may be factors in all four areas which affect optimal 
functioning of the individual. The conception that there may be pertinent factors 
in each of the four areas permits consideration of a therapeutic program even in 
illness in which serious, irreversible, structural defects play a prominent role. By 
dealing with relevant factors in other areas, or in the same area, which may also be 
contributing to the disability, but which are more amenable to change, we may alter 
the entire balance in favor of more successful adaptation. 


OPERATIONAL APPROACHES 


Even within any one of the above mentioned major areas (for example, that 
dealing with environmental factors) a comprehensive approach is operationally 
sound. There are situations in which a number of environmental factors seem to be 
of importance. These may act summatively or separately. For example, a patient 
with Raynaud’s disease, when exposed to a cold room, may develop peripheral vaso- 
constriction manifested by a drop in skin temperature, but not complain of pain. 
However when the patient, at the same time, is engaged in discussion concerning a 
disturbing life situation, the vasoconstriction becomes more intense and pain is 
experienced “?), An individual with hay fever, during the hay fever season, may be 
examined in a room where the pollen count is low and demonstrate only moderate 
signs of nasal engorgement, secretion and obstruction. When a disturbing topic is 
introduced into the conversation, the signs of nasal hyperfunction increase and 
typical hay fever symptoms are experienced). There are patients with bronchial 
asthma who will wheeze when exposed to specific allergens and who will also wheeze 
when exposed to a difficult interpersonal relationship, or an unrelated respiratory 
infection, even though no specific allergen is present. 

Given that pertinent environmental factors have been identified, the variability 
in response of individuals exposed to these effective agents makes it necessary to 
consider the state of the organism at the time of exposure. For example, it has been 
observed that patients receiving penicillin for one illness will develop manifestations 
of hypersensitivity and yet receive the same drug for another illness without any 
difficulty. It has also been demonstrated that drugs such as ipecac can produce 
nausea and vomiting in a subject (with appropriate changes in kymograph tracings 
of gastric motility) and on another occasion, when the subject is already nauseated, 
the same drug can abolish the nausea (and the associated motility patterns) if the 
subject is unaware of the nature of the drug and is told that it will abolish nausea and 
vomiting®, Patients with Addison’s disease are extremely vulnerable to many 
life stresses such as salt restriction or surgery whereas prior to the development of 
their adrenal insufficiency, these same stresses were easily tolerated. Finally, in- 
dividuals who are in a state of heightened emotional tension will react violently to 
neutral environmental cues, such as a sudden noise, which they would ignore during 
states of lower emotional tension; the heightened emotional tension may be asso- 
ciated with thyrotoxicosis, intense anxiety, etc. In infectious diseases, it is now 
emphasized by students of the subject that it is only partly correct to refer to the 
particular organism as the ‘“‘cause”’ of the disease. The concept of the “susceptible 





130 SAMUEL B. GUZE, JOSEPH D. MATARAZZO, AND GEORGE SASLOW 


host”’ is indispensable“). This concept is needed to account for the epidemiological 
fact that not everyone exposed to the meningococcus, for example, develops men- 
ingitis. It is also needed to explain the observation that the result of exposure to the 
tubercle bacillus is different depending upon previous contact with it as well as many 
other factors including race, sex, age, nutritional state, ete.“’) Thus, in the study of 
a kind of disease conspicuous for the obvious importance of environmental factors, 
such as infectious disease, there are many questions which can only be answered by 
postulating the relevance of more than this one of the four areas mentioned above. - 

In particular, it is evident from the variety of examples just considered that ill- 
ness cannot be understood in a comprehensive manner without giving adequate 
emphasis to the area labeled “‘state of the organism at the time stress is operating” 
(see figure 1). 


PSYCHOLOGICAL DISORDERS 


In terms of the components of the conceptual framework of figure 1 that have 
been considered so far (mechanism, environment, state of the individual at the time 
of exposure to stress), one may properly discuss disabilities which have been desig- 
nated “psychogenic’’, ‘“psychiatric’’, ‘“emotional’’, or “‘psychosomatic’”’. The state- 
ment that such a disability is related to difficulties in dealing with people contains 
no information about the pathological physiology pertinent to the observed dysfunc- 
tion: thus it is hardly to be doubted that neurophysiological alterations accompany 
hysterical paralysis, although their nature is at present completely unknown. Ig- 
norance of the physiological mechanism, and failure to allude to it, in no way in- 
validates its importance for a comprehensive understanding of hysteria. Yet it is 
common practice to show no further interest in the pathological physiology of signs 
and symptoms once a disability has been labeled “‘psychogenic”; and this practice 
may well be the origin of the still prevalent medical attitude that disabilities asso- 
ciated with stressful interpersonal relationships are “imaginary’’, or not worthy of 
serious medical concern, or not particularly important medically. Running counter 
to this attitude is that which has been developing through the accumulation of 
planned clinical observations which define more explicitly the pathological physiol- 
ogy associated with disturbing interpersonal relationships“: ‘5. 22); such observations 
make clear that, in ‘psychogenic’ disabilities, one deals with medical problems of 
the same order as in avitaminosis or accidental injury. 

Here it should be noted that the viewpoint of Dollard and Miller provides a 
reasonably comprehensive description of a “psychogenic” disability, in terms of en- 
vironmental factors, state of the individual, “anxiety”, and anxiety-reducing further 
responses; while pathological physiology is neglected, and the place of medical signs 
and symptoms in their framework is unclear. The viewpoint of Halliday provides a 
somewhat less comprehensive description of a “psychogenic” or of a non-psychogenic 
disability. There appears to be no place in either of these conceptual frameworks 
for the behavioral responses of individuals suffering from non-psychogenie disabil- 
ities; and in consequence, neither framework permits the consideration of behavioral 
responses—no matter what the type of disability—from a unitary point of view. 


Tue Nature or EmMorIon 


It seems entirely possible to consider, from a single point of view, the behavioral 
responses of patients with any type of illness. The possibility is shown below to 
depend upon appropriate utilization of the concept ‘“‘emotion”’, defined operationally 
and stripped of teleological and semantic obscurities. 

Recently, some experimental psychologists have abandoned the classical con- 
ceptions of emotion (derived from Darwin, James, Watson, Cannon and others) and 
have defined emotion operationally as a drive state of the organism. The construct, 
emotion, thus arrived at, differs markedly from the previous theories and conceptions 
of fear, love, anger, etc., in that it is defined carefully in terms of the antecedent en- 
vironmental conditions and the measurable physiological changes, gross behavior, 





A FORMULATION OF PRINCIPLES OF COMPREHENSIVE MEDICINE 131 


verbal reports, etc., manifested by the organism in consequence of these conditions. 
Such explicit anchoring of a construct permits quantification and other scientific 
manipulation both at the antecedent and consequent ends. Miller, in a series of 
recent experiments, has described one aspect of this drive state which, in terms of 
his experimental conditions, he called “anxiety’’“». Since his construct is clearly 
an example of the kind of phenomena which would come under the construct here 
labelled ‘‘emotion’’, the conclusions from his studies can be applied to our scheme. 

Miller’s experiments allow us to consider the behavioral responses of any patient 
in the following way: environmental conditions (an infectious agent, pollen, inter- 
personal stress, etc.) imposed upon an intact organism (with its repertory of in- 
herited characteristics, structure, reflexes, acquired habits, etc.) alter the physiologi- 
cal state of that individual. The altered physiological state functions as a drive and, 
in terms of that construct, impels the organism to action. This action at first con- 
sists of what looks like “trial and error” behavior. However, such behavior is de- 
termined largely by factors included under “state of the individual at the time 
stress is operating’’, and hence is far from random. The behavior shown may or may 
not result in reduction of the drive state by modifying, counteracting, or avoiding 
the stress or the associated physiological changes. 

Whenever the behavioral responses result in drive reduction, they tend to be- 
come learned responses to the stressful situations, i.e., the connection between cue 
and behavior is strengthened. This new learning alters the individual’s hierarchy of 
responses. Hence, the same cues encountered subsequently will result in different 
responses and in progressively less physiological disturbance and less subjectively 
experienced ‘‘emotion’’. Such learned responses are then subject to the various laws 
of learning: generalization, extinction, ete. 

If the behavioral responses are not followed by successful drive reduction, there 
will be a persistence of physiological changes with associated signs and symptoms so 
long as the stress is operating, or the state of the individual remains unchanged, or 
until further behavior results in reduction of drive. Partial drive reduction usually 
results in incomplete amelioration of signs and symptoms. However, a combination 
of persistent high level of drive and persistently unsuccessful attempts at drive re- 
duction may result in severe disorganization of the individual as shown by Maier“®?. 
Further, there occur combinations of intermittent stress and intermittently success- 
ful drive reduction without concomitant lasting changes in the state of the organism. 
Such an organism continues to respond to the stress in the same way over and over 
again, for example, some patients with angina pectoris, epilepsy, diabetes, ete. Thus 
an individual with coronary arteriosclerosis may experience angina pectoris under 
conditions of exertion or other stress. The pain will be promptly relieved by nitro- 
glycerin and the response of taking the nitroglycerin will become a learned response 
to the drive state of pain. This drive-reducing response in no way alters the state 
of the organism (the coronary arteriosclerosis is unchanged) and the individual will 
continue to experience pain when exposed to the same environmental stresses sub- 
sequently; and he will continue to take nitroglycerin 

Here it should be pointed out that many of the “further responses” may them- 
selves function as cues which can initiate still other sequences of physiological 
changes and behavior. These so called “cue-producing responses” can operate just 
like environmental stimuli. Among such important cue-producing further responses 
are words and symbols of thought and speech. 

At this point the relationship between the constructs “emotion” and “motiva- 
tion’’, as thought of in terms of the scheme presented here, warrants brief discussion. 
That there is a relationship between these constructs has been recognized by many 
theorists in the field of learning °°). The relationship has recently been given special 
consideration as an aspect of Hull’s theory of behavior by Brown and Farber®?. As 
conceived by us, the environmental conditions to which an organism reacts are in 
general of such a nature that they do not require maximal response nor drastic and 
immediate change in behavior. As examples, consider the types of responses made by 
individuals to such frequently occurring cues as reading an unexciting novel; ex- 
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periencing minimal dyspepsia; seeing a bear in a cage at the zoo; or seeing shop, 
merchandise, and storekeeper, when making a purchase. The mild changes in the 
state of the organism associated with such cues may be considered changes in 
‘motivation’. Suppose, on the other hand, that an individual meets a bear in the 
woods, and from past experience has learned that bears are dangerous; or that he 
confronts a particularly threatening storekeeper; or that he suddenly learns that he 
has carcinoma of the lung, the induced changes in his drive state will be of consider- 
ably greater magnitude and may be termed “emotion”. ‘‘Emotion’’ may thus be 
considered an exaggerated state of the condition ‘‘motivation” which is constantly 
a part of any living and reacting organism’s behavior; ‘‘emotion”’ and ‘‘motivation”’ 
are thus regarded as being on the same continuum. 

The construct “‘emotion’’, as defined above, provides an approach to all behav- 
ior of sick persons, regardless of the kind of illness from which they suffer, and thus 
permits a unitary framework within which to regard disease. It should be quite 
clear that in this framework, medical signs and symptoms are only ways of describ- 
ing the physiological responses to stress and are not in any way drive-reducing. In 
fact, the signs and symptoms represent, in part at least, those very physiological 
changes which constitute the drive state. The various emotional “tones” such as 

“depression”, “fear’’, “‘anger’’, etc., are conceivably to be explained in terms of the 
different patterns of physiological changes which underlie them and which are 
recognized in terms of different cues, signs, symptoms, results of special tests, and 
subsequent behavior. Such feeling states, then, represent changes in intensity and 
quality from the basic motivational state and are defined operationally. 

The use of the term “symptom” in conventional medical thinking, and its use in 
psychiatry and psychology to refer to abnormal behavior, has resulted in certain 
important misconceptions. For example, while it is correct to consider behavior 
responses (further responses in figure 1) in terms of drive reduction, it is not valid 
to do the same with medical symptoms (signs and symptoms in figure 1). Dollard 
and Miller have been unable to find experimental evidence which permits considera- 
tion of the appearance of medical symptoms in terms of drive reduction. Further- 
more, Mowrer, another learning theorist, who has dealt systematically with this 
problem, has found it necessary to propose a theory in which physiological altera- 
tions (medical symptoms) are explained in terms of conditioning by contiguity, 
and behavior responses (further responses) in terms of drive reduction‘. Hence, 
changes in blood pressure, respiration, gastrointestinal function, blood sugar levels, 
etc., although associated with life stress (environmental cues), are not, in themselves, 
drive-reducing. 

The recognition that behavioral responses such as repression, withdrawal, 
rationalization, etc., are frequently associated with drive reduction has led to the 
teleological concept of “defense mechanism”, by which various forms of human 
behavior have been “explained”. By analogy the same type of thinking has been 
applied to medical symptoms and these, too, have been regarded, teleologically, as 
“defense mechanisms’’. As has been pointed out in the preceding paragraph, this 
analogy is inadmissible. 

In addition, the history of science teaches that teleological explanations have 
been early and often nececsary steps in the development of a given body of knowledge 
but that they have been progressively discarded with the accumulation of new ob- 
servations and experiments“). Such teleological explanations are thus inherently 
weak, and because they are not developed in operational terms, probably reduce 
the rate of acquisition of knowledge in a given field. 


IMPLICATIONS FOR THERAPY 


To refer once more to the scheme presented in figure 1, it will now be clear that 
the most diverse forms of treatment are comprehensible w ithin the single framework. 

Thus, treatment may be designed to interrupt or modify the pathological physio- 
logy and anatomy as in giving analgesics, sedatives, and antispasmodics, or in per- 
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forming various surgical operations such as appendectomies, cholecystectomies, 
bowel and lung resections for cancer, etc. Or treatment may be intended to deal 
with the agents of life stress, as in the use of antibiotics for infections, vitamins in 
specific deficiencies and environmental manipulations for problems arising as a result 
of difficulty in dealing with other people. Sometimes environmental factors are 
managed by removing the individual as in sending patients with hay fever to areas 
where the offending pollen is not found. Finally, treatment may be directed at alter- 
ing the ‘‘state of the individual at the time stress is operating’’ and hence change his 
subsequent responses to stress. Examples of this are specific immunizations against 
smallpox, typhoid, tetanus, etc.; desensitization to various allergens; surgical pro- 
cedures such as sympathectomy, mitral valvulotomy, etc.; and teaching new ad- 
justive techniques through psychotherapy. In chronic illness such as tuberculosis, 
structural heart disease, diabetes, cerebral palsy, epilepsy, anxiety syndrome, etc., 
it is generally necessary to deal with all the above areas during the course of the 
illness and the overall success of treatment seems often to depend upon the skill 
with which the several relevant factors are defined and managed. 

It is clear, then, that treatment in any illness may be considered in terms of 
any of the following: environmental factors, ‘state of the individual’’, and physiolog- 
ical alterations. Regardless of the disease, it is the drive state associated with the 
physiological alterations that motivates the individual to consult a doctor. Success- 
ful treatment is usually determined by the ability of the physician to deal with the 
physiological alterations, of which only a part have contributed to the drive state. 
Whenever the physician is successful, the response of consulting him or taking his 
prescribed medicine will tend to become learned and will be demonstrated whenever 
a similar drive state is operating. 

Occasionally, by dealing with only one of the above areas, the physician may be 
sufficiently successful (immunization against typhoid, setting a fracture, treating 


infectious diseases with specific antibiotics, etc.), and consideration of the other areas 
becomes relatively unnecessary. However, such uncomplicated situations in medi- 
cine are at present in the minority. 


PsYCHOTHERAPY 


When the procedure called ‘“‘psychotherapy”’ is an indicated part of the care of 
the patient, various difficulties are known to exist. For example, very few physicians 
who do not practice psychotherapy as a specialty have had enough training to enable 
them to feel comfortable and competent with that large number of medical prob- 
lems in which they could practice the procedure effectively. In addition to the 
difficulty of teaching any medical procedure, teaching in this area suffers from the 
disadvantage of insufficiently explicit definition of the variety of psycho-therapeutic 
processes considered useful by able specialists in the field. Further, there are no 
adequate studies of the comparative effectiveness of the various psycho-therapeutic 
procedures; thus the physician does not have available sufficiently helpful guides in 
the choice of a particular procedure in a given patient as he does when he has to 
select an antibiotic for a specific infection. Finally, there is disagreement among 
psychotherapists themselves (as specialists) concerning the nature of psychotherapy. 
Without attempting to denote the controversies exhaustively, we may point out that 
some psychotherapists take the prefix “psycho” literally and consider the goal of 
their efforts to be changes in the “intrapsychic” organization of the patient through 
modification of ‘‘mental processes” with the achievement of “insight” and ‘basic 
reorganization of the personality”; others emphasize interpersonal relations as their 
field of operations, etc. 

It would be expected that the impact of the difficulties mentioned above could 
be significantly reduced if the procedures of psychotherapy were taught in terms of 
a conceptual framework which is congruent with that underlying other treatment 
procedures in medicine. 
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Dollard and Miller have presented a viewpoint of psychotherapy which meets 
the above requirement of congruence better than any other published so far“). This 
viewpoint seems to develop naturally out of the attempt of these authors (whose 
clinical experience derives almost entirely from the Freudian psychoanalytic frame- 
work), to integrate the contributions of experimentally based learning theory and 
their clinical experience into a set of principles for understanding and modifying 
human behavior. 

Their contribution is of importance because of the following: they have defined 
operationally such terms as “‘unconscious cue’”’, “unconscious drive’, ‘transference’, 
etc., and thereby have made possible large areas of agreement between non-psycho- 
analysts and psychoanalysts, and among differing groups of psychoanalysts. Second- 
ly, they have given explicit and adequate place to the labeling of environmental 
cues in psychotherapy. Thirdly, they have emphasized that the major criterion of 
effective psychotherapy is the emergence of successful new further responses to pre- 
viously stressful cues. 

These contributions, resting upon available experimental evidence, constitute 
a conception of psychotherapy entirely congruent with treatment procedures in the 
rest of medicine. 

By referring now to figure 1, it is possible to see the congruence between the 
principles there presented and the Dollard and Miller conception of psychotherapy. 
Psychotherapy is concerned with factors in three of the areas of the scheme. It is 
concerned with various life stress factors, with the state of the individual at the time 
he encounters these stresses and with the behavioral responses he makes as a con- 
sequence of contact with these stresses. Dollard and Miller refer to the pertinent 
environmental factors as ‘‘cues’’; they use the phrase ‘learned or acquired hierarchy 
of response”’ to refer to the individual’s adjustive techniques; and “response” or 
“symptom” in designating what is called further responses or behavior in the scheme. 

While a main objective in psychotherapy may be the learning of new adjustive 
techniques, which means, as already noted, being primarily concerned with the in- 
dividual’s state at the time he has to deal with environmental cues, it also involves 
other features which are important because they contribute to the success of the new 
learning. These features include helping the patient labe! those environmental cues 
to which he is sensitive and to which he responds with various physiological dysfunc- 
tions. This labeling may not be possible early in treatment because the pertinent 
cues are followed by so great an increase in the motivational state (we are now deal- 
ing with a level denoted emotional) that the further response of repression has been 
learned as a drive-reducing response. During psychotherapy, as the drive, usually 
fear or anxiety, is reduced by non-threatening, accepting behavior on the part of the 
therapist, there is less repression and the cues can be defined and dealt with more 
effectively ®’. Hence environmental factors can be manipulated as in any other kind 
of disease and new ways of dealing with environmental stress are given as vitally 
important a place as in many other illnesses. 

Another aspect of psychotherapy, and impossible to separate completely from 
the others, is the consideration of the patient’s drive-reducing responses—his ad- 
justive techniques. Patients present adjustive techniques which have been learned 
because of immediate drive reduction but which are seriously handicapping in that 
they do not meet the criteria for successful problem solving—especially those having 
to do with long-term effectiveness“. It is the function of psychotherapy to estab- 
lish what a particular person’s adjustive techniques are; define, if possible, the 
relevant environmental cues which initiate the entire process; and help the patient 
to plan and execute new drive-reducing responses which are more consistent with 
optimal functioning. Thus in psychotherapy, the patient learns to be more alert to 
his environment and to his own functioning. His state is so altered that when he 
next perceives significant cues in his environment or in the pattern of physiological 
responses to these cues, he substitutes the new adjustive techniques, which tend to 
become dominant because they are reinforced by reduction of drive. These adjustive 
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techniques can include such diverse phenomena as new patterns of interaction, new 
verbalizations, new gestures, etc. If new responses cannot be learned, the individual 
continues to react to various stresses with persistent, disturbing physiological 
changes which may or may not be partially ameliorated by his present drive-reducing 
behavior. Needed new responses may not be learned because of the intensity of 
conflict arising out of the incompatibility of old and new responses, inflexibility, 
cultural factors, low intelligence, brain damage, limitations of knowledge, etc. 


SUMMARY 


With the demonstration that psychotherapy is a procedure entirely analogous 
to other treatment procedures in medicine, and that the behavior of all patients may 
be regarded from a single point of view, we are ready to proceed to a formulation of 
the principles of a comprehensive approach to illness (refer to figure 1). 

Environmental stresses, acting singly or in combination, take on significance 
in terms of the individual’s state at the time they are encountered. The individual’s 
“state’’ represents the sum total of his previous life experiences as well as his genetic 
capacities and limitations. In response to the life stresses imposed upon the individ- 
ual, various physiological changes take place. 

These physiological changes can be inferred from the following: the patient’s 
subjective complaints—his symptoms, the various signs revealed by examination of 
him, the results of special laboratory tests and procedures, and his subsequent be- 
havioral responses. That aspect of the altered physiology which induces further be- 
havioral responses is what is referred to as motivation, emotion or drive state. It 
should be emphasized that the drive state is indistinguishable from the physiological 
changes and can only be defined in terms of cues, symptoms, signs, results of special 
tests, and behavior. In operational terms, this is nothing more than anchoring a 
construct at both the antecedent and consequent ends. 

As a result of the drive state, ‘‘trial and error’ behavior ensues which is largely 
determined by the various factors included under ‘“‘state of the individual at the time 
stress is operating’’. That is to say, an individual’s hereditary capacities and limita- 
tions, innate hierarchy of responses and primary drives, modified by personal and 
cultural experience, will determine his behavior. Thus the individual’s character- 
istic adjustive techniques and learned secondary drives will manifest themselves in 
his further responses. These may include going to doctors, taking medicine, chang- 
ing jobs and interpersonal relations, or various ‘intellectual’ processes (such as 
repression, distortion, rationalization, redefinition, etc.). Such behavior may or 
may not result in counteraction, neutralization or avoidance of the initiating stress. 
Whenever new responses are accompanied by a reduction in drive they tend to be- 
come learned responses to various cues in the environment or to cues associated with 
the drive state. 

Although the behavior of all patients can be understood and described with 
reference to the same conceptual framework, the importance of a patient’s behavior, 
however, will vary from case to case. In some patients, the behavioral responses of 
consulting the physician once or a few times will be the only ones of any significance 
and no further attention will be paid to this area. An example of this is the patient 
with uncomplicated pneumococcal pneumonia who comes to his doctor and is suc- 
cessfully treated. On the other hand, if a patient with pneumonia becomes delirious, 
his subsequent behavior may be of great importance and may sometimes be the im- 
mediate cause of death (through suicide or other self-destructive acts). In yet an- 
other situation, a patient with pneumonia may refuse to consult a physician because 
of fear, religious beliefs, etc., and thus deprive himself of adequate medical care and 
this behavior may result in prolonged illness and even death. For a number of 
patients with vague, moderately disabling symptoms, repeated consulting of a physi- 
cian can become a technique of short-term drive reduction. In the traditionally 
labeled psychiatric disorders (neurotic or psychotic) behavioral responses always 
assume a prominent position. 
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OPERATIONAL CONCEPTS IN CLINICAL PSYCHOLOGY AND 
MEDICINE 


FREDERICK C, THORNE 


University of Vermont 


INTRODUCTION 


Although operationism as a method of scientific procedure is a relatively recent 
development in the psychological sciences, it may be stated that operational methods 
have been in use in modern medical science and medical education for many years 
even though not formally designated by that name. With the standardization of 
medical curricula and teaching methods which followed the Flexner report, a definite- 
ly operational concept of the nature of medical science gradually evolved—appear- 
ing first in the medical colleges and advanced medical centers. This operational 
definition of medical knowledge manifested itself in a number of developments as 
follows: 

1. Abandonment of Nonscientific Schools and Systems. Prior to the influence of 

Sir William Osler and the medical center concept of coordinated teamwork as 
exemplified in the Mayo Clinic, each medical school had its own masters, each 
teaching his own gospel, and resulting in a wide variety of “schools” such as 
homeopathy, naturopathy, osteopathy, chiropractics, ete. Thus, metaphysics 
and dialectics came to be replaced by experimentalism. 


2. The Basic Science Concept. The basic sciences of anatomy, biochemistry, 
physiology and pathology came to be accepted as the only sound foundations 
for scientific practice. Such subject matter came to be the only curriculum 
taught. Theoretical speculations were supplanted by research data. 


3. Operational Teaching Methods. Students learned about the basic science and 
clinical subjects by the operational method of repeating classical experiments 
which resulted in a personal experience with observations, procedures, methods 
and the steps which intervene between initial steps and final results. 


4. Semantic Overhauling of Medical Vocabulary. A standard terminology was 
devised and put into use everywhere, placing great emphasis on quantification, 
description in terms of material characteristics and the abandonment of older 
terms involving subjective or qualitative impressions. For example, such 
practices as naming a disease after its discoverer, or in terms of its similarity 
with some common everyday experience, were replaced by quantitative-ob- 
jective-descriptive terms. 

5. Lecture room vs. clinical clerkship. Perhaps the best example of operational 
methods in medical education is the displacement of formal lectures by em- 
pirical clinical clerkships. Whereas formerly, medical education consisted 
largely of didactic teaching, by 1953 formal lectures have been almost entirely 
replaced by laboratory and bedside apprenticeships where the student learns 
organically by doing. 


While formal textbooks still loom importantly on the medical scene, probably as 
atheritage from the timeworn awe of the scholar, most of medical teaching both on 
undergraduate and graduate levels is currently being accomplished by the opera- 
tional method of learning by doing under competent supervision. In contrast with 
the status in the psychological sciences where theoretical confusion reigns because of 
the conflicting claims of a babel of schools and systems, medical education and 
practice throughout the world have become standardized in less than a generation 
by the uniform acceptance of operational concepts which derive their meanings from 
the operations to which they are directed. It is the purpose of this paper to suggest 
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that the systematic use of operational concepts in clinical psychology would do much 
to eliminate confusion and to effect a better understanding with clinical medicine. 


MULTI-LEVEL OPERATIONAL APPROACHES TO PERSONALITY STUDY 


The first necessity is to affect an integration or synthesis of the contributions of 
reflexology, behaviorism, neobehaviorism, field theory, Gestalt psychology, hormic 
psychology, psychoanalysis, etc., which are currently being advanced as compre- 
hensive and mutually exclusive systems. Actually, the apparent inconsistencies be- 
tween these various viewpoints may be resolved by recognizing that they are com- 
plementary approaches toward personality whose nature is infinitely complex and 
multidimensional. 

Part of the confusion may be alleviated by recognizing that the complexity of 
personality may be approached by many different operational methods tapping 
different levels of integration and behavior. Operationally, the anatomist studies 
tissues by gross or microscopic observations and describes their attributes in ob- 
jective terms. Operationally, the biochemist studies the chemical composition and 
reactions of living tissues and states the results in terms of formulas and equations. 
Operationally, the physiologist studies organs by means of experiments which de- 
monstrate the reactions produced by various physico-chemical manipulations. 
Operationally, the reflexologist or behaviorist studies unconditioned or conditioned 
reactions by studying the stimuli, states of the organism, and fields of forces which 
determine the complex of the person-meeting-his-environment. Operationally, the 

yestalt psychologist creates experimental conditions for demonstrating the prin- 
ciples of holism, integration and unification. Operationally, the psychoanalyst infers 
from such data as dreams, errors, wit, neurotic symptoms or projective behavior 
that unconscious motives must be operating to produce conflict and disintegration. 
Operationally, the competent psychologist or psychiatrist acts as a master clinician 
to integrate data from all levels of operational study of the organism and thus to 
gain an understanding and overall insight into personality functioning which could 
not be obtained by concentration on any one operational approach no matter how 
intensive. 

The error of the past in both medicine and psychology is to become so engrossed 
in some specialized operational approach as to fail to perceive or to ignore the sig- 
nificance of data from other operational levels. In the history of psychology, intro- 
spectionists, behaviorists, neobehaviorists, purposivists, Gestalters, psychoanalysts, 
individual psychologists, analytic psychologists, ‘‘organically-minded”’ psychiatrists, 
“functionally-minded” psychiatrists, ete., have all been too prone at times to regard 
their own orientation as being all-inclusive and have therefore failed to integrate 
pertinent data from other operational levels. 

As we understand it, the psychobiological approach of Adolf Meyer comes 
closest of all to being a genuinely multi-level operational approach, studying per- 
sonality in all its manifestations, eclectically, and with an attempt to give proper 
weight to data from all operational levels. It is in this sense that the method of 
eclecticism gains its greatest validity—it involves a systematic weighting and con- 
sideration in operational terms of all data without favoritism or oversight. 


RESOLUTION OF THEORETICAL DILEMMA AND PARADOXES 


The decision to utilize a multi-level operational approach to personality study 
automatically dissipates some of thc most perplexing theoretical dilemma of the past. 
The mind-body controversy disappears when it is recognized that the same organism 
can be studied morphologically and psychologically, singly or in parallel, simultan- 
eously or alternatively. Phenomena on different operational levels are not discrete 
but simply different manifestations of the same unitary organism. Seeming incon- 
sistencies in the data obtained by different observers or methods will always be 
elucidated by comparing the differing conditions, procedures and intermediate steps 
which each utilized. 
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One of the greatest stumbling blocks of objective research in the experimental 
psychology of the past has been the difficulty of studying higher level phenomena 
using operational methods devised for the study of lower level phenomena. Thus, 
behaviorism and neobehaviorism have had some limited successes on the levels of 
reflexes and simple conditioned behavior using relatively simple conditioning meth- 
ods. But these methods have not proven very adequate in studying such high-level 
behavior as consciousness, Super-Ego development, etc. The early behaviorists 
solved this dilemma by simply ignoring all that could not be brought under the scope 
of existing methods. More recently, psychologists have seen that different opera- 
tional methods are necessary for studying high-level symbolic and psychosocial be- 
havior. 

Another problem which is clarified by operational methods is the question of 
purposive behavior. Modern biology gives wholehearted acceptance to evolution 
theory and genetics with their explanations of the appearance of progressively higher 
levels of organization and integration in terms of mutations, survival value, ete. 
Comparative biology provides many examples of such developments as a large 
cerebrum on morphological levels, and as consciousness, speech function and volun- 
tary self-regulation on psychological levels. To recognize and deal clinically with 
such high level phenomena does not imply such perplexing philosophical dichotomies 
as mind-body, mechanism-purposivism, etc., but simply that high level phenomena 
appear as mutations which could not have been predicted from knowledge of lower 
level integrations and can be studied validly with appropriate operational methods 
even before the exact etiology of their causation becomes understood by scientific 
experimentation. The operationalist is thus spared the necessity of resolving ap- 
parent dialectic inconsistencies (which exist only on speculative levels anyway) and 
is free to study any phenomena whatsoever using appropriate operational methods 
which speak in terms of themselves. 


IMPLICATIONS FOR EDUCATION IN PSYCHOLOGY AND MEDICINE 


It is not too much to state that students (except historical scholars) could be 
spared most of the confusion and ideological inconsistencies which have accompanied 
our dialectic attempts of the past to resolve the differences between all the schools 
and systems which have befuddled psychology. This could be accomplished by 
simply throwing away most of the textbooks and turning students loose with human 
subjects in all the conditions and states in which they are found. Nothing much will 
be lost when the classic textbooks are abandoned because after all, most basic ideas 
can be stated very simply even though millions of words and thousands of pages may 
have had to be written in accomplishing their birth. In opposition to the worshippers 
of the “great books” of all times, we personally do not believe that each student 
must necessarily retrace the tortuous steps which led to the discovery of great ideas 
or data since that presupposes a verbal facility which many do not have and in- 
evitably wastes a great deal of time. On the contrary, in the face of the geometric 
increase in operational methods and facts which professional students are required 
to master, it may be sufficient to present supplemental knowledge in easily digested 
compendium form. 

It has long been known in medical education that reading about a condition in 
a textbook bears little or no resemblance to actual conditions as they occur in life. 
One may learn that such conditions exist from the textbook, but one can come to 
know them organically only by direct personal experience with the phenomena in all 
their manifestations and conditions. In the past, we have too frequently confused 
scholasticism with clinical accomplishment and competency. Actually, the two may 
have little in common. It is entirely possible that a person of high general intelli- 
gence, but with little formal education or verbal fluency which would enable him to 
pass examinations, could become a good clinician from simply working operationally 
in the laboratory and at the bedside under competent supervision. Such a case has 
recently turned up in the medical technician who passed himself off as a physician 
and apparently did some excellent work until he was exposed. 
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Psychological and medical curricula should have all excess theoretical baggage 
pared to the bone. Students should not be overworked by being forced to master all 
the permutations and combinations of dialectic speculation that characterize the 
schools of psychology. Instead, operational methods should be installed in which 
students spent most of their time working directly with human subjects and re- 
peating the classic experiments or demonstrations which reveal the nature of per- 
sonality on all levels of integration. Instead of 90% lecture and 10% laboratory, we 
need 10% lecture to present an outline of objectives and summary, and 90% labora- 
tory with which to learn about people. The student can be left to read for himself. 

Medical education can be disparaged by those who have not passed through it. 
But the medical student looks at the organism grossly in the anatomy laboratory, 
microscopically in the histology laboratory, studies composition and reactions in 
biochemistry, handles and manipulates organs in the physiology laboratory, studies 
all manner of disease in pathology, and observes all manner of patients in health and 
disease in all the clinical specialties including psychiatry. Formalized training in 
psychology contains nothing anywhere near as exhausting and comprehensive. To 
have studied a large sample of people under such varied conditions provides opera- 
tional knowledge which is incomparably valuable in contrast to any exclusively 
—_ training. To master words is one thing, to know people in the flesh is 
another. 


OPERATIONAL CONCEPTS IN DIAGNOSIS 


Operational case handling is facilitated right from the beginning if case histories 
and records are formulated in terms of operational statements of methods used and 
verbatim recordings of the patient’s behavior and attitudes rather than in terms of 
evaluatory comments expressed in terms of the clinician’s orientations. Thus, in- 
stead of stating that the client is withdrawn, it is preferable to describe the actual 
behavior which leads to such a conclusion. And in all cases, the diagnostician must 
outline the operational steps which lead him to any particular diagnosis. 

It is not sufficient to classify the patient in some standard category included in 
the statistical nomenclature of disease. Such arbitrary classifications are often 
invalid and artifactual since they may disregard the essential nature of the client 
while striving to discover some typical pattern whereby to pidgeon-hole him. In 
our opinion the problem of “undifferentiated” or “mixed-type’’ cases reflects the 
unsatisfactory state of psychopathological differentiation and the inadequacy of 
diagnostic criteria. 

It should never be forgotten that the only sound basis for a valid system of 
psychopathology lies in the attempt to identify the cause-effect relationships (etiol- 
ogy) which underly all pathological conditions as well as all normal conditions. 
Thorough-going operationism implies a continuing reliance upon the general prin- 
ciple of seeking to discover the causal sequences which lead to clinical effects and to 
report in operational terms the methods with which such relationships are discovered 
and described. 

In order to accomplish this, the science of psychopathology must be infinitely 
broadened to encompass many types of etiological relationships which are only 
dimly perceived and rarely applied using present methods. In our own work, we are 
continually attempting to expand the existing diagnostic classifications in order to 
broaden our understanding of the basic patterns of disorder.! 

If it is accepted that the essential nature of personality is unity and wholeness. 
it follows that attempts to isolate part functions are spurious and artifactual, 
Personality must be considered as expressing itself in unified whole reactions from 
which it is not possible to partial out component functions without losing the char- 
acteristic of wholeness. 


See Tuorne, F. C. Principles of Personality Counseling. Brandon, Vt.: Journal of Clinical 
Psychology, 1950, particularly pp. 34-40 and 47-60. 
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Much of the theoretical confusion of the past stems from the attempt to treat 
sensation, perception, memory, learning, thinking, feelings and emotions as part 
functions which could be studied separately in isolation from each other. Probably 
such concepts are only high-order semantic abstractions which are as meaningless as 
the concept of association which has been largely abandoned. For example, it is not 
possible to think of perception, memory or learning except in terms of each other 
simultaneously since each is an integral part of the others and interdependent upon 
the others. Instead of utilizing such terms to designate what we do in experiments or 
clinically, it is much preferable to use operational definitions. The proper emphasis 
should not be upon the implied nature of the functions which we think we are meas- 
uring, but on the operational nature of the tools which we happen to be using and 
only in terms of which are the results meaningful. The importance of the operational 
approach is further emphasized by the fact that we know little or nothing about 
brain physiology and therefore of the modus operandi of personality reactions. 

There is the further necessity of conducting diagnostic studies on all pertinent 
levels of operational investigation rather than just in terms of the limited psycho- 
metric or projective approaches of the past. Recognizing that psychometrics and 
projective testing can yield data only on the limited operational levels implicit in 
their nature, it becomes imperative to evaluate all other available levels of behavior. 


OPERATIONAL CONCEPTS IN PSYCHOTHERAPY 


Clinical medicine has led the way in abandoning all systems or schools of ther- 
apy except for methods based solidly on scientific research. Although we have not 
seen them previously described as such, the mass reporting techniques of modern 
medicine are truly operational in their function. When someone reports a new thera- 
peutic agent, operational directions for its administration are communicated to the 
more than 100,000 practicing physicians in the country. The new method is then 
administered operationally, and therapeutic results gathered from the principal 
clinics of the country. Within five years, large scale results are in which may confirm 
or reject the careful preliminary research conducted before distribution oi the new 
drug. 

There is nothing in modern medicine comparable to the present status of 
“schools” of psychotherapy and counseling. In medicine, no one attempts to form a 
new system based on superior handling of any group of therapeutic devices such as 
the sulpha drugs or penicillin. On the contrary, every student is required to become 
proficient in all techniques regardless of his basic interests. 

One of the most urgent needs is for the operational objectification of all the 
socalled methods of psychotherapy in order to identify exactly what takes place and 
then to quantify the results. A start has been made in the verbatim recording of 
therapeutic interviews by nondirective therapists, but comparable data are largely 
unavailable for other methods. Part of the confusion in the field may result from 
the difficulty in discovering whether a therapist is actually doing what he says he is, 
and whether the effects are due to one therapeutic mechanism or another. For ex- 
ample, while a psychoanalyst may construct an elaborate verbal rationalization ac- 
cording to Freudian orthodoxy to explain what he thinks he is doing, a more critical 
viewpoint might demand the partialling out of the effects of other mechanisms 
(suggestion or increased acceptance or attention) which his explanations may com- 
pletely overlook. It is entirely possible that the complex theoretical rationalizations 
which have been constructed to explain the effects of nondirectivism or psychoanaly- 
sis may bear little relationship to the actual dynamics of the effects. This is not to 
question the ethical integrity of such investigators but simply to emphasize that 
their failure to use operational methods for describing diagnostic differentiations 
and therapeutic effects may invalidate their whole procedures as far as drawing any 
valid conclusions is concerned. 

It seems obvious to insist that valid diagnosis must underly all operational 
methods for evaluating the effects of psychotherapy but this elemental necessity is 
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too often ignored by research planners in the field. If we were to be rigidly critical 
of the selection methods used in obtaining samples for experiments in psychotherapy, 
we would too often have to state that the presumed psychoneurotic subjects may 
actually be (a) a group of malingers seeking increased compensation from the VA 
as their due right, or (b) a group of students seeking to rationalize their failures and 
attendant personality reactions, or (c) a group of criminals seeking to extenuate their 
misbehavior and secure lesser penalties, or (d) a group of exhibitionists willing to 
submit themselves to any experiment for the notoriety involved, or (e) a group of 
soldiers exhausted in combat from lack of rest, or (f) a group of indigent patients 
who happen to seek free treatment at the charity ward of a large medical center 
where they have heard there is an important doctor. So diverse are the symptom 
pictures included in any of the standard diagnostic categories that it is totally un- 
satisfactory to simply designate them as such without elaborate operational des- 
criptions of how such conclusions were reached. 

In the interests of sciéntific scepticism, the time has come when speculative or 
loosely empirical specifications of what we think we are doing in psychotherapy are 
no longer acceptable and satisfactory. In evaluating therapeutic claims, the first 
thing we must know is the nature of the case materials involved and this can best be 
stated in operational terms describing how we selected our experimental samples. 
The second step is to provide operational definitions of what goes on in psychother- 
apy and this is accomplished by verbatim recording of what actually transcribed 
with suitable follow-up procedures to discover the developmental history of the re- 
sults. A rigid application of operational methods would do much to clarify the 
dynamics of the data with relatively simple statistical analyses in contrast with cur- 
rent attempts to utilize sophisticated and complex statistics in a mistaken attempt 
to add respectability to essentially invalid research design. 


SUMMARY 


This paper has sought to outline the importance of operational concepts in 
clinical psychology and medicine. It is contended that much of the existing con- 
fusion concerning the conflicting claims of different “schools” can be resolved by an 
operational analysis of the different types of data upon which they base their theoret- 
ical formulations. The clinical method in science involves multi-level operational 
approaches to the study of the organism. Depending upon the frame of reference 
and operational procedures with which personality study is approached, many 


‘ 


different viewpoints are possible. In the past, many of the “‘schools’”’ have made the 
error of basing a system on the results of one operational approach while ignoring 
the others. Psychobiology appears to offer the operational orientation of choice in 
eclectically utilizing data from all pertinent sources. Many of the theoretical dilem- 
ma and paradoxes of the past may be resolved by operational approaches to person- 
ality study. Examples are given from the fields of psychology and medicine. 

It is concluded that operational concepts and methods are essential for the 
scientific handling of diagnostic and therapeutic data. 





THE CLASSIFICATION PROBLEM IN PSYCHOPATHOLOGY 
MAURICE LORR 
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One of the principal tasks of the clinical psychologist is to provide information 
for differential diagnosis, commonly defined as the art of distinguishing one disease 
from another. Conventionally this is a process of evaluating and weighting multiple 
symptoms, signs, and behavior with the object of selecting the clinical state that best 
accounts for the combined findings. The result is a single label or categorical deserip- 
tion of a pathological condition. 

It would seem to be more useful and more in accord with actual practice to con- 
ceive of diagnosis in broader terms than is traditional. Typically the examining pro- 
cedure of the clinician, unlike that of the group-oriented industrial or personnel 
psychologist, yields a wide variety of scores of more or less dependability. The 
projective test, the interview situation, and the life history, as well as the individually 
administered intelligence test, are characteristically multiscore devices. It is also 
evident that the chnician is seldom concerned with single criteria such as whether 
an applicant will or will not succeed as an air cadet. The information he collects is 
variously used in selecting his patient, in choosing a form of therapy, in responding 
adequately to his client, in predicting the duration of illness, or as a basis for further 
dynamic inquiry. In short, the clinician, concerned as he is with a total individual, 
typically requires a comparatively dynamic multidimensional and multipurpose 
description of his client or patient. 

Viewed in this fashion, diagnosis is not merely the identification of a specific 
pathologie syndrome but rather any process of measuring and describing an individ- 
ual for a particular purpose with implied predictions of future status. Now, any 
procedure, qualitative or quantitative, that discriminates between two or more 
individuals, or discriminates between the same individual’s performance at different 
times, may be regarded as measurement. The job of the clinician is to describe each 
patient by classifying him in relation to a set of categories on the basis of a sampling 
of past and present behavior. The clinician may then apply available generaliza- 
tions, in terms of probabilities, to the patient. 

What are some criteria for choice of the traits or variates to be measured? The 
following criteria are not exhaustive but appear to be central: 

(1) Preferably the variates chosen should measure basic personality or psycho- 
pathological dimensions. 

(2) The variates should correlate approximately zero with each other. This 
requirement assures a minimum of duplication or overlap between the variates 
selected. Since the clinician’s time is limited, overlap is of value only in so far as it 
affords measures of more general, higher order traits. In addition, the independence 
of variates is of crucial importance in the measurement of pattern similarity. 

(3) Preferably the variates selected should be objective and measured in 
quantitative terms. It is recognized, of course, that there will be some double-valued 
attributes which are either present or absent. 

(4) The variates chosen should correlate highly with outside criteria of 
change or “improvement” in important areas of emotional and social adjustment. 
Clearly the variates chosen should have relevance to etiology, therapy, and prog- 
nosis. 

(5) The variates selected should be measured in comparable units on common 
populations. Without comparability of units, measures of pattern similarity are 
impossible. 


Through this approach the diagnostic description becomes explicitly multi- 
dimensional. The ‘‘mixed” case problem, the cause of much dispute and debate in 
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the clinic staff, is avoided. The problem is narrowed to measuring the common 
dimensions of illness and personality. 

The next question is how the data collected on the patient is to be treated. 
Usually the clinician applies differential weights to his findings, on the basis of ex- 
perience and intuition, in order to arrive at a predictive decision. He ignores some 
variables as having no independent contribution and attaches greater weights to 
others. In effect, he applies the concepts of multiple correlation and regression in an 
implicit fashion. Least square procedures, discriminant functions and possibly mul- 
tiple cutting scores, can be used. However, a correlative, and possibly a more in- 
tegrative approach, is to resort to pattern or profile identification and to typing. 

The term type has been used as the description of the extreme in a continuous 
single variable, such as a giant in height. It has also been used to refer to a highly 
correlated group of symptoms and signs as represented by a disease syndrome. A 
type will be considered here to be a group of individuals who may be described in 
terms of a distinctive multivariate pattern of scores, ideally on independent traits 
or dimensions. 

What is the utility of typing or grouping of individuals on the basis of their 
score pattern? The ancient astronomers found such patterns as Ursa Major, Scor- 
pius, or Orion, an easy means of quickly recognizing and remembering stellar group- 
ings. One need not be a dog fancier to distinguish a dachshund from a Boston bull. 
Furthermore, in identifying the hysteric, the obsessive compulsive, or the psycho- 
path, it can be assumed that such patterned descriptions can account for more of the 
variance within a score or response matrix thay any single variable. To hold to the 
contrary assumption of complete uniqueness implies an indefinite number of distinct 
unique persons. The postulation of a limited number of types on the other hand 
makes for economy in comprehension and for greater efficiency in prediction. For 
example, the likelihood of spontaneous recovery for a group of manics is distinctly 
higher than that for a miscellaneous group of psychotics. 

Typing or grouping of similar patients need not conflict with the application of 
least squares or other procedures. Rather the two should be regarded as complement- 
ary two-way approaches to the score matrix and as equally important steps in the 
total diagnostic process. The clinician properly demands that the patient’s scores or 
symptoms be considered as a configuration and in context. The profile makes poss- 
ible such a simultaneously considered comparison with known group patterns. Once 
comparisons as to similarity of profile have been completed, the clinician may then 
make more precise predictions of change or of clinical status upon the basis of rele- 
vant facts known about the group to which the patient has been allocated. 

Conceived in this fashion the diagnosti¢ procedure would be as follows: 

When a new patient appears he will be examined and his symptoms, com- 
plaints, and relevant personality characteristics will be profiled. The elevation of 
the profile will provide a measure of severity of illness. The shape of the profile will 
indicate the areas of illness most prominent in the patient. Suitable comparisons 
will then be made to determine whether the patient can be regarded as belonging to a 
particular psychiatric group. Necessary predictions can then be made through the use 
of regression equations based on the group to which the patient has been allocated. 


SUMMARY 


It has been suggested that a broader concept of diagnosis than is traditionally 
held is needful. Diagnosis is viewed as any process of measuring and describing a 
patient for a particular purpose with an implied prediction of future status. It is 
considered desirable to have a multidimensional set of quantified and independent 
measures within which both psychopathological syndromes and personality factors 
are represented. The diagnostic process will then consist in (a) measurement, (b) 
profiling and matching with known psychiatric group profiles, and (c) predicting 
from equations based on the diagnostic group to which the patient has been allocated. 





THE QUANTIFIED MULTIPLE DIAGNOSTIC PROCEDURE IN 
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During some periods of psychiatric history, all mental disorders were categor- 
ized as insanity, lunacy, or the like, on the assumption that “all cats look grey in the 
dark.” With more careful study and observation of patients, there emerged simple 
divisions of psychiatric illnesses into such categories as mental depressions, mental 
exaltations, and mental weaknesses. With greater understanding of psychiatric dis- 
orders, there developed the important distinction between organic and non-organic 
mental illness. While there are still some today who are in quest of the anatomical 
pathology of psychiatric disorders and who persist in searching for the defective gene, 
the incapacitated brain cell, and the specific agent of infection as the explanation for 
all mental disease, for the most part the distinction between organic and non-organic 
psychiatric disorders has been accepted. The mental hospital, which emerged dur- 
ing the 19th century, permitted the study of the natural history of psychiatric illness. 
Out of this period emerged Kraepelin and Bleuler who delineated the so-called 
functional disturbances primarily on the basis of symptom configurations. When 
psychiatry was concerned primarily with the custody and institutional care of the 
mentally ill, there was a major emphasis on the classification of the patients with 
respect to their symptoms because these determined the necessity for institutional 
care, the role which the individual could play in institutional life and the nature of 
the responsibility which the institution had to assume in meeting its custodial ob- 
ligation. In addition, descriptive diagnoses were often used in predicting the dura- 
tion and course of mental illness. 

Gradually, however, psychiatry has assumed a psychological approach to the 
understanding and treatment of mental illness. Such an approach places no particu- 
lar emphasis on the exact nature of the patient’s pathological manifestations per se, 
although, in some cases, symptoms may be useful in deducing the nature of the in- 
dividual’s motives, in evaluating the adequacy of his means for satisfying these 
motives, and in deciding what approaches are most likely to prove feasible for the 
acquisition of new behavior patterns. 

In spite of this changing emphasis, the practice of classifying patients with 
respect to symptomatology is quite general and the omission of descriptive diagnoses 
in the records of psychiatric patients is exceptional. There is a number of reasons for 
this. Almost without exception, symptoms influence the patient’s evaluation of 
himself, the reactions of others to him or his efficiency on the job or in the home. 
Moreover, it is almost always the symptomatic manifestations that bring the 
patient to the clinic or to the hospital and determine when his treatment or custody 
is terminated. Often the course of the patient’s illness as well as the efficacy of 
therapy is evaluated on the basis of changes in the patient’s symptom pattern. In 
the case of suicidal or assaultive patients, the symptoms themselves may require 
special precautionary measures. Thus, knowledge of the patient’s symptoms is of 
great practical importance. 


STUDIES ON SyMpToM DESCRIPTION 
‘ 


A series of studies on symptom description were undertaken at the Connecticut 
State Hospital. In one of these studies“, groups of patients from different diagnostic 
categories were compared on the basis of a standard set of symptoms. The compari- 
sons involved the use of a comprehensive set of 55 symptom rating scales. The dis- 
tribution of ratings for each symptom in each diagnostic group was compared with 
the distribution of ratings for the same symptom in the other groups. A chi-square 
test of significance was utilized. The results of this analysis yielded the following 
generalizations: (a) There are consistent systematic symptom differences between 
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patients who have been placed in the various diagnostic categories. (b) Many symp- 
toms characterize more than one diagnosis and accordingly the symptom patterns 
for the diagnostic groups are not mutually exclusive. (c) Because of the numerous 
and conspicuous exceptions to any diagnostic stereotype, the descriptive diagnoses 
are insufficient to the purpose of providing a dependable description of the symptom 
pattern of any particular individual. 

It was then decided to prepare a new procedure for the description of psychiatric 
patients. The new procedure comprises evaluating the patients quantitatively with 
respect to the various symptom clusters which might be revealed by appropriate 
statistical analysis. An investigation of symptom clusters was conducted by means 
of a factor analysis of the intercorrelations among the 55 symptom rating scales. 

Nine symptom clusters emerged. These clusters provide the basis for a scoring 
procedure which permits the 55 symptom rating scales for a given patient to be 
scored for the degree to which the patient resembles each of the stereotypes repre- 
sented by the nine clusters. Norms for these scores were established on the basis 
of one thousand consecutive admissions to the Connecticut State Hospital so that 
it is possible by reference to these norms to prepare a quantified multiple diagnostic 
profile, i.e., a profile which indicates the diagnostic stereotype which the patient 
most resembles and the respects and the degree to which the patient departs from 
this and manifests characteristics of the other eight diagnostic stereotypes. 

It is not proposed that this procedure is in any sense a substitute for the usual 
personality studies of patients but it is proposed that this procedure could supplant 
the usual descriptive diagnosis because of the following considerations: (a) It is an 
economical description in that it reduces many psychiatric diagnoses to nine clusters 
of symptoms. (b) While some loss in the individuality of the patient is an inevitable 
consequence of any diagnostic procedure which attempts to ‘“‘type”’ the patient, the 
multiple diagnostic procedure describes each patient in terms of nine rather than one 
diagnostic stereotype. (c) Less overlapping and greater mutual exclusiveness of 
diagnostic stereotypes has been achieved by empirically determining the symptoms 
which belong together in demarcated entities. (c) Symptoms are weighted both in 
terms of their clinical significance by use of the rating scales and in terms of their 
statistical significance to each cluster. (e) The symptom clusters are clinically plaus- 
ible and resemble the well-known diagnostic stereotypes after which they were 
named. (f) The reliability of the clusters of symptoms is indicated by one study “ 
which demonstrates the similarity of clusters found on analyses in two hospitals 
with somewhat differing populations, and by another study“) which indicates no 
difference in clusters between two psychiatrists who differed in sex, training, and 
cultural origins. (g) The procedure describes more sensitively the differences be- 
tween anc similarities among patients than does the traditional psychiatric diagnosis. 
Two stud .s were conducted, one with patients diagnosed by psychiatrists as manic- 
depressive psychosis, manic type’ and the other with patients diagnosed as in- 

volutional psychosis“. Each group presumably was diagnosed on the basis of 
homogeneity of symptoms. The results indicate that the psychiatrists’ diagnoses 
were descriptively insufficient and disregarded important and systematic differences 
among patients, whereas the multiple diagnostic procedure did reveal these differ- 
ences. (h) Odd-even reliability for each symptom cluster was determined and found 
to be reasonably good, considering the heterogeneity of the sets of rating scales‘). 
(i) Validity in terms of conformance to outside criteria is difficult to establish. How- 
ever, two studies relating the symptom cluster scores to biographical data“ and the 
behavior of patients in the various activities of a hospital “) were related to symptom 
cluster scores in a manner congruent with the general meaning of these scores. (j) 
The rating scales may be applied by a psychiatrist who knows his patient well in 
less than fifteen minutes and a quantified multiple diagnosis prepared very readily. 
(k) Because this is a quantified procedure, more adequate control of diagnosis is 
possible in such important research areas as psychodiagnostic test validation, evalu- 
ation of therapeutic procedures, and validation of dynamic psychopathological 


theory. 
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Future RESEARCH IN PsYCHIATRIC CLASSIFICATION 


One methodological problem involved in future research in psychiatric classi- 
fication is that of isolating the criteria of behavior which are relevant to psychiatric 
classification. A basic proposition is that classification must be based on facts, not 
speculations. This has been one of the chief reasons for present psychiatric classi- 
fications of the functional disorders being rooted in symptoms, rather than in etiol- 
ogy. The etiology of such behavioral deviations as the schizophrenic and character- 
ological disorders is not clearly enough understood to serve as bases for classification. 
In addition, psychiatric disorders are not a function of a singular cause but rather are 
multi-determined. Furthermore, pathological causal conditions may be limitless in 
variety while man’s adjustive responses appear to be restricted so that similar res- 
ponse patterns can be a result of differing causal conditions®’. However, dynamic 
psychology has established certain knowledge about personality which could become 
significant criteria for sorting behavior. Chief among these is the nature and strength 
of the ego, including the defenses, the extent and kind of anxiety and the nature of 
reality testing, all of which are major data of a therapeutically-oriented classifica- 
tion. Similarly, our current understanding of the social basis of psychiatric disorders 
requires that socially relevant criteria are also to be considered crucial factors. Of 
importance here are such criteria as how the patient relates, his social perceptions, 
and how his behavior affects others“. However, together with such therapeutically 
and socially relevant criteria will still have to be included how the patient expresses 
his psychopathology, i.e., his symptoms. 

Having once isolated the criteria for sorting behavior, the next problem is that 
of defining these criteria unambiguously, for reliable and valid classification require 
that all engaged in the process know what they are looking for. There must be agree- 
ment on terms, a fact obvious to anyone who has struggled to define the distinction 
between such phenomena as dull affect, flattened affect, bland affect, etc., if there 
be any. Within this context, the role of psychological tests in eliciting the criteria 
indeed looms large. For whatever the criteria that are being evaluated, objectifica- 
tion and quantification are desirable. 

Having isolated, defined and measured the criteria, the next problem is to deter- 
mine the belongingness of each criterion with every other, i.e., the way in which the 
various criteria hang together in demarcated entities, so as to delineate the various 
types which are unique in their configurations. This is necessary in order to avoid 
creating configurations which may actually not exist, a problem that has forced 
every psychiatric nosologist to multiply subgroups in order to maintain artificially 
intact larger categories of disorders that do not exist. Here, the methods of factor 
analysis can be an important research tool for determining not only the belongingness 
but the degree of belongingness of each criterion. 

While future research in psychiatric classification will struggle with these meth- 
odological problems, we will still continue to diagnose our patients on the basis of 
symptom configurations. These diagnoses will still continue to have important 
practical, clinical considerations. In addition, these diagnoses will be used to report 
statistics for purposes of comparison of hospital and clinic admissions, recovery rates, 
discharges, ete. More recently, such statistics have become highly significant in 
epidemiological and cross-cultural research. In this context, the quantified multiple 
diagnostic procedure discussed in this paper is a practicable contribution to the 
present-day problem of reliable and valid classification for clinical and research 
purposes. 


SUMMARY 


Symptom description is an important aspect of the study of the psychiatric 
patient. A quantified multiple diagnostic procedure has been described which is a 
useful contribution to the reliable and valid classification of symptomatology. The 
use of factor analytic methods and the quantified multiple diagnostic procedures 
that they yield were discussed in terms of future research in this area. 
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NOTICE TO READERS 


PAPERS WE WOULD LIKE TO PRINT 


Every editor daydreams about the nature of manuscripts he would like to re- 
ceive. Not only does this reflect the desire to see his own research interests devel- 
oped but also to see certain blind spots in the clinical field filled in. Because we feel 
that research in certain areas needs stimulation, we hereby invite readers to submit 
papers in the following fields: 

Evaluation of affective-impulsive Status. The development of objective criteria 

for the definition and measurement of emotional status. 

Measurement of “Ideological Composition’’. Methods for the description and 
quantification of a person’s ideological concepts about the world and 
himself. 

Studies of attitudinal psychopathy. Methods for demonstrating the core atti- 
tudes and attitudinal constellations which characterize a person. 

Quantification of ‘‘style of life’. How to discriminate the basic attributes of a 
person’s style of life. Also, the influence of style of life on maladjustment. 

Analysis of situational maladjustment. Categorization of situational maladjust- 
ments and their resolution. 

Studies of directive psychotherapy. Verbatim transcriptions, case methods, 
experimental studies. 

Case studies of rare etiological syndromes. Studies of borderline or preneurotic 
personalities. 

Refinement of mental status criteria. The classic psychiatric mental status re- 
cording outline omits many critical levels of behavior data. 

Operational case study methods. Illustrating the integration of data from all 
available operational levels. 





Research along these lines would open up many new fields and break current theoret- 
ical log jams. Needless to say, papers should be short, concise and to the point. Our 
policy is to grant authors the first $50.00 of publication costs gratis, and charging at 
cost for extra space. We are entering a new era of scientific journalism. Research 
reports no longer need to be written in the style required of graduate student re- 
ports, but should be terse, interesting and easy to read. 





SYMPTOMATOLOGY AND DYNAMICS IN DIAGNOSIS: A MEDICAL 
PERSPECTIVE 
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In recent years views have been current in certain schools of psychology that 
diagnosis is not significant for therapy. To most medical men this is surprising, for 
it is necessary to go back in medical history well over twenty-three centuries to find 
a state of comparable confusion and unenlightenment. Indeed I am impressed that 
one distinction between a physician and a Rogerian psychologist might be stated as 
follows: In taking the Hippocratic Oath, the physician swears by the Greek goddess 
Panacea, but for reasons which are purely historical; the Rogerian, on the other 
hand, really believes that he has been introduced to the lady. 

Hippocrates himself clearly recognized the dependence of therapy upon diagno- 
sis, and contributed a classic pattern of the case report in his 47 clinical histories. 
Some of these are clearly diagnosable today on the basis of his case descriptions. He 
clearly differentiated and described tertian and quartan malaria. This recognition 
of significant clinical groupings, with the resultant ability to diagnose, laid the 
ground work for the latter discovery of the cure, cause and prevention of the disease. 

It is worth remarking that the recognition and clear differentiation of a dis- 
order do not necessarily depend upon an understanding of its dynamics, for in this 
instance the diagnostic recognition clearly preceded the dynamic understanding by 
some twenty-three centuries. Nor does the effective treatment of a disorder necessar- 
ily depend upon an understanding of its dynamics, for malaria was not only diag- 
nosed but was effectively treated with a specific therapeutic agent over two hundred 
and fifty years before its dynamics were known. These facts are emphasized, not to 
minimize the importance of an understanding of dynamics, but to protest the 
neglect of symptoms, of syndromes and of empirical observation. 

Where diagnoses are significant, and we really know what we are talking about, 
it makes very little difference from which end we approach the problem. The 
“dynamic” diagnosis that the patient has an infestation with the plasmodium malaria 
may be in no way essentially superior for the practical purposes of therapy to the 
purely “‘symptomatic” diagnosis of quartan malaria in the ancient Hippocratic 
tradition. 

This brings us to a current tendency in psychiatry, a tendency to disparage 
diagnosis in terms of symptomatology as ‘‘undynamic’’ and to insist upon the sig- 
nificance of only “dynamic” diagnosis. In psychiatry, ‘“undynamic”’ is currently an 
evil word, bearing an odor which in other circles attaches to such words as “‘hereti- 
cal’, “subversive” or “‘deviationist.”’ 

Yet the current disparagement of any study of symptoms as insignificant would 
seem to raise the question as to whether or not some of those who protest the most 
loudly are really comfortable about their convictions. If so, why all the heat? For 
Freud assumed psychological determinism, and within a determinate system it 
should be as possible to reason from effect back to cause as from cause to effect. If 
the dynamics determine the sympt»ms, then it should be as possible, from a careful 
study of the symptoms, to arrive at the dynamics, as it is to proceed in the opposite 
direction. Both dynamics and diagnoses are abstractions or theoretical constructs 
evolved to simplify and to make comprehensible a wide and diverse range of phen- 
omena. There is no rational superiority in the one over the other, since the applica- 
tion of logical processes is not confined to concepts currently characterized as 
“dynamic.”” In the last analysis what we call an explanation is simply the most 
economical or most coherent description, hopefully with clearer implications for 
how the phenomena may be controlled or modified. Unfortunately, our need to 
understand, leads us easily to ignore the spots where our explanation does not fit. 
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Until dynamics and symptoms can be effectively interlocked, I believe we are 
not justified in neglecting symptomatic diagnoses. The extent of the divergence be- 
tween the results of symptomatic and dynamic approaches may be used as a measure 
of the adequacy or inadequacy of our present theoretical understanding. A case 
could effectively be made that imperfect, prematurely crystallized and rigidly held 
conceptions of the dynamics of illness have been a far greater historical obstacle to 
medical progress than has been either the neglect of dynamic formulation or the too 
close focus upon symptoms. 

Dogmatism is timeless, for it is a way of escape from basic human insecurity. 
It is the satiation of the need to be sure where the need to understand cannot be 
fully satisfied. Such certitude is comforting, and if moderate, limited in area, and 
accompanied by belief in the need for continuing progress, is usually not very dang- 
erous. Yet it must be challenged continually with respect both to syndromes and to 
dynamics, for without challenge current formulations cannot be significantly revised 
and history teaches us that they usually need revision. 

Important advances in some areas often slow progress in others. Just as the 
brilliant a advances of bacteriology delayed the progress of cancer research by divert- 
ing effort to the long and fruitless attempt to find a micro-organism responsible for 
cancer, so the discovery of the progressive organic disease-entity paresis crystallized 
faulty concepts of a progressive disease-entity dementia praecox. In the same way 
modern advances in understanding the psycho-dynamics of certain neurotic processes 
currently retard the development of our understanding when applied uncritically 
to the schizophrenic, the psychopathic personality and the criminal. 

It would be well if we would hold our ‘“‘dynamic’”’ diagnoses tentatively and view 
them with periodically renewed questionings, for they are prone to arrest our pro- 
gress. Hippocrates brilliantly protested the ‘“dynamic” diagnosis of the “sacred 
disease’”’, epilepsy, maintaining the natural origins of this disorder against those 
who considered it a visitation of the gods. Yet the Father of Medicine was guilty 
of his own dogmatism on dynamics, and while his descriptive recognition of tertian 
and quartan malaria has lived through the ages, his ““dynamic’’ diagnoses relating 
to a presumed imbalance of the four humors, blood, phlegm, black bile and yellow 
bile survive only at an archaicly descriptive lev el, in such words as sanguine, 
phlegmatic, melancholy and debilitated. The world moves faster now. One is im- 
pressed with the rapidity with which expressions which were introduced as technical 
diagnostic terms in dynamic psychiatry tend to become simply descriptive charact- 
erizations. When this happens, those committed to the exclusive primacy of depth 
diagnosis must dig their way ever deeper and deeper. 

In brief, a dynamic diagnosis may tend to freeze the understanding—or the 
misunderstanding—of causation at its present level. A descriptive diagnosis leaves 
the matter in a fluid state. The question may be asked fairly as to whether we have 
yet achieved a state of advancement in which we can really afford a deep freeze. 





STAFF-CENTERED CLINICAL PSYCHOLOGY IN A TUBERCULOSIS 
HOSPITAL 


DANIEL CASNER 
Veterans Administration Hospital, Castle Point, N. Y. 


INTRODUCTION 


One day, following the premature announcement in the press of the discovery 
of a new “wonder drug” for the cure of tuberculosis, an almost tangible and un- 
accustomed hush prevailed for a few minutes throughout the wards and administra- 
tive offices of Castle Point. The chief of professional services at this hospital for 
tuberculous veterans was talking over the hospital radio broadcasting station, ac- 
quainting his audience with the attitude of medical science toward the properties of 
Isoniazid, as the new drug later came to be known. Patients and members of the 
hospital staff who listened and hung on to his every word came away from the talk 
distinctly sobered up from their wild orgy of rumor, hope, speculation, and pre- 
diction regarding the medical and social implications of a tuberculosis cure. Here 
was a situation in which a need for clarification was satisfied and in which it could 
have been met only by the one person regarded by patients and staff alike as being in 
an appropriate relationship with them. The discussion which follows is about such 
“appropriate relationships” and what the clinical psychologist can do toward their 
development, maintenance, and preservation. 


DISSATISFACTION WITH PATIENT-CENTERED APPROACHES 


From a psychological point of view, the problem of tuberculosis rests in the 


nature of the conditions this disease imposes on the patient and the readjustments 
the patient must effect to radical changes in his way of life. Such conditions are 
common to most chronic illnesses and are not peculiar to tuberculosis alone. The 
key word here is not this or that illness, but rather the chronicity of the illness. 
Tuberculosis is a problem worthy of psychological study because of the long, pro- 
tracted periods of hospitalization it entails. 

Hospitalization of the patient with pulmonary tuberculosis means isolation— 
isolation from friends, family, and familiar surroundings. Hospitalization involves 
rules, regulations, routines, highly specialized and localized customs and traditions; 
in short, a new set of conditions for living. Restrictions, discouragements, and 
frustrations are common experiences in the life of the hospitalized tubercular patient. 
A recent survey “? of the psychological aspects of tuberculosis provides some inkling 
of the remarkable proving ground in psychological adjustment for which “taking 
the cure” may be regarded. 

Psychiatrists working in tuberculosis hospitals have long been aware of these 
problems and of the special nature of the situation in which the problems arise. Most 
psychiatric programs, where they have existed in those hospitals, have been patient- 
centered in their orientation, in the sense that primary effort was directed toward 
working with the patients. At least in one known instance, such direct work with 
patients was found to be ‘“‘sterile, unproductive and unrewarding”’®?. Instead, it was 
felt that by helping the people who carry the actual day-by-day responsibility for 
the patient, staff members are given the opportunity to grow in their ability to deal 
effectively with the bulk of patient problems. This emphasis on working primarily 
with the staff may be referred to as a staff-centered approach. Through discussions 
with the psychiatrist, staff members enlarged their understanding of personality 
dynamics and interpersonal relations and manifested an interested eagerness to dis- 
cuss the problems they have with patients. In the mental hygiene field, it has been 
pointed out that psychiatrists can make a significant contribution by participating 
as consultants in staff-oriented programs in public health activities“’. By contrast, 
the direct approach to patients by clinical psychologists in a community service ex- 
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periment resulted in a clear rejection of their intrusion into the relationships already 
existing between patients and their teachers, friends, parents, and clergymen’. 
It is believed that these experiences have value for psychologists, particularly clinical 
psychologists working in similar situations. 

The customary patient-centered approach in clinical psychology has become 
so widespread and generally accepted as to amount to what might now be regarded 
as a traditional approach.' It is therefore understandable that the introduction of 
clinical psychology in a tuberculosis hospital, when made in 1949 at Castle Point, as 
a new and untried service, should have been made to follow the patterns previously 
established successfully in mental hygiene clinics and neuropsychiatric hospital 
settings. 

Until recently, Castle Point was the only veterans tuberculosis hospital em- 
ploying a full-time clinical psychologist. At the present time, there are five such 
hospitals, specializing in tuberculosis, each of which has a clinical psychologist on 
the full-time staff. The increasing use of clinical psychologists in tuberculosis hos- 
pitals of the Veterans Administration is probably due in part to their successful 
utilization at Castle Point. The clinical psychology section of the hospital consists 
of one full-time staff psychologist and a neuropsychiatric consultant who visits the 
hospital once a week. The functions of the psychologist and his relationships with 
the neuro-psychiatric consultant follow closely those described in the afore-mention- 
ed discussions making up the symposium on clinical psychology in the Veterans 
Administration. 

It is proposed to supplement those discussions by describing a developing 
staff-centered clinical psychology approach, as it is being utilized at Castle Point, a 
veterans tuberculosis hospital of approximately 600 bed capacity. Such a dis- 
cussion may serve to highlight the important differences in the two types of clinical 
psychology practice and, it is hoped, will stimulate further consideration of new 
directions in the dev elopment of clinical psychology as a profession. 


PATIENTS DETERMINE ‘‘APPROPRIATE RELATIONSHIPS” 


Bearing in mind the fact that the patient population of a tuberculosis hospital 
is comprised of chronically ill people whose personality disturbances fall within a 
normal range, for the most part, it is not surprising that psychological services and 
functions tend to evolve differently as between predominantly psychiatric and pre- 
dominantly tuberculosis hospitals. The differences are impressed on the psychologist 
in the attitudes of patients in the two types of institutions toward psychological 
services and psychiatric attention. With only a few exceptions, these attitudes are 
epitomized by the tubercular patient in the statement ‘my trouble is in my chest, 
there’s nothing wrong with my mind.’”’ Accompanying this and similar statements, 
there is usually exhibited a marked reluctance to entering upon any relationship 
with the psychologist, whether for diagnostic or therapeutic purposes. If it is re- 
membered that most of these patients are normal personalities manifesting a not 
unusual reluctance to be associated in the minds of their fellow patients as a ‘‘psycho”’ 
ease for the psychologist, then it can be concluded that a most significant attitude 
underlies the varied expressions of unwillingness to be seen by a psychologist. That 
attitude is the patient’s desire to maintain and preserve the relationship with his 
ward physician. As seen from the patient’s point of view, this is an eminently sens- 
ible desire and should be satisfied and nourished. Attempting to break down the 
patient’s reluctance to the introduction of a third party appears to be inadvisable 
for psychological as well as for medical considerations. This point of view can be 
illustrated by the writer’s experience with two patients, one of whom welcomed 
psychological services and the second who refused to ever go beyond a polite and 
su perficial acceptance of the psychologist’s offer to help. 


‘Vide, e.g., Symposium: The VA and Clinical Psychology. J. clin. Psychol., 1947, 3, 1-56, in 
which the patient-centered approach is implicit in the discussions of various aspects of the Veterans 
Administration clinical psychology program. 





STAFF-CENTERED CLINICAL PSYCHOLOGY IN A TUBERCULOSIS HOSPITAL 153 


The first patient, thirty years old, married with one child, had been admitted 
as an advanced case of pulmonary tuberculosis. It was noted that he had a 
diagnosis of anxiety reaction deemed to be service-connected. A few weeks after 
admission, and before sufficient studies had been completed to help determine 
his treatment program, the patient became restless, homesick, anxious and 
concerned about his family. He requested a furlough to go home, but the ward 
physician explained that, for medical reasons, the request could not be granted. 
When the patient threatened to leave anyway unless permission was granted, 
the ward physician suggested that the patient discuss the matter with the 
psychologist. The suggestion was accepted and an appointment was made. 
After an initial interview with the psychologist, the patient agreed to take 
several psychological tests and arranged to visit the psychologist regularly for 
counseling to help him handle his anxiety in a way which would not interfere 
with his need for medical treatment. Subsequently, the patient did go home for 
a short visit, when it was medically feasible to do so, but in a very important 
sense he has remained the psychologist’s patient as well as the patient of the 
ward physician. 

For purposes of comparison, a similar case of a second patient of the same 
ward physician is cited. Both patients had the same type of pulmonary path- 
ology of approximately equal duration. The second patient was four years 
older, married, and had two children. A similar situation arose in which re- 
jection of the patient’s request was followed by the threat “grant my request, 
or else...” The patient balked at a referral to the psychologist. Although he 
went through all the formalities of being examined and interviewed, it was 
apparent that the patient regarded the psychologist as an outsider. No warm 
relationship was ever established. The patient persisted in seeking satisfaction 
of his needs from his ward physician. In discussing the case with the ward 
physician, the psychologist explained the patient’s attitude toward the psycho- 
logist and interpreted his behavior as the manifestation of a natural depend- 
ency on the physician which could be exploited by him for psychotherapeutic 
ends without compromising his sound medical judgment. 

The patient continued to work out his problems and requests with the ward 
physician who gave up much precious time to listen and explain. In reporting 
his progress with the patient, the physician complained of the amount of time 
he had to set aside for one individual, but despite this he was deriving a personal 
satisfaction from the knowledge that no control had been relinquished and no 
medical tenets sacrificed. In a sense as important as in the case of the first 
patient, it is believed that the significant outcome here was the maintenance 
and preservation of the doctor-patient relationship. 


THE PROBLEM OF IRREGULAR DISCHARGE 


The tubercular patient who leaves against medical advice as an irregular dis- 
charge presents a problem with which public and private hospitals have long con- 
tended, almost unavailingly, it would appear, when viewed against the amount of 
time and effort expended toward its solution“. In a patient-oriented program, the 
psychologist and the social worker are routinely requested by the ward physician 
to see the patient who announces his intention to leave as an irregular discharge. 
More often than not, neither of these staff members can do more than ascertain 
causes and learn about the reasons for the patient’s decision. In the few instances 
where the patient was able to reconsider his decision and remain, it has been found 
that one of two results was almost inevitable: the patient reconsidered his reconsid- 
eration and left against medical advice shortly thereafter, or else he turned to non- 
medical staff members to discuss or work out problems, complaints, and grievances 
which were properly medical and ward management problems. The non-medical 
staff member may help the patient as regards the immediate problem but, again, 
the appropriate relationship between patient and physician is weakened. The sig- 
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nificance of this result can be appreciated when it is remembered that the doctor- 
patient relationship is an important factor influencing the patient’s receptiveness to 
medical treatment. 

In a staff-oriented program, individual and group conferences of physicians, 
psychiatrist and psychologist explore personality dynamics with particular reference 
to patient-doctor interrelationships. The participants gain a better understanding 
of the fact that problems are not confined to patients alone, and that the staff mem- 
ber’s own problems influence their view of the patient and the kinds of solutions they 
will attempt to reach. The problem of irregular discharge is seen in new perspectives 
as the physician reviews his own attitudes toward the problem and listens to the 
viewpoints of others. Through increased self-understanding, doctors and other staff 
personnel acquire new confidence in their abilities to deal with people in distress 
without splitting the individual into a medical entity and a psychological entity. 

No dramatic drop in irregular discharges has resulted in the short period since 
the staff-centered program was introduced at Castle Point. But the new orientation 
seems to be effecting interesting changes in the boldness and equanimity with which 
physicians approach non-medical problems of medical patients. If the assumption 
is warranted that what benefits the physician will ultimately benefit his patient, 
then it can reasonably be expected to see improved patient-doctor relationships 
reflected eventually in decreased restlessness among tubercular patients. 

Some hint of the kind of significant changes taking place in staff attitudes can 
be gleaned from a brief conversation between the psychologist and a physician. It is 
reproduced here in as nearly verbatim a form as possible. 

Physician: J. (a patient) is acting up again. Wants his clothes. I think you 
ought to see him. 

Psychologist: He’s just about ready to walk out, then? 

Physician: Well, I don’t think you can get him to stay, but maybe you ought 
to see him anyway, just for the record. 

Psychologist: It doesn’t seem as though I’ll be able to do much as long as 
you couldn’t get far with him. 

Physician: Let me take one more crack at him. Anyway, I want to tell him 
you'll be up to see him. 

Psychologist: OK. 


Physician: I’ll call you. 


(Later, on the phone) 

Physician: He’ll stay. I talked him out of it. He didn’t want to have you 
come up anyway. Let’s wait a while until he settles down again. I think you 
ought to study him when you get a chance. Something tells me he’ll try again 
one of these days. 

Psychologist: Anytime you say. 


The physician in the above exchange is almost apologetic about the patient’s 
attitude toward the psychologist. Perhaps it seems to him that the role of the 
psychologist has been cancelled or even usurped. If a staff-oriented approach is able 
to bring about such growth in independence in handling interpersonal situations on 
the part of staff personnel, then it is only the traditional role of the psychologist 
which is being cancelled out and giving way to a more natural, healthier, and far 
more satisfying modus operandi for clinical psychologists. 


SUMMARY AND CONCLUSIONS 


Cases like those previously cited which illustrate similar outcomes as a result of 
the patient-oriented versus staff-oriented approach can be furnished from exper- 
ience with other services such as the nursing service and the rehabilitation service. 
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In short, the conclusions indicated are that the staff-centered approach in a tuber- 
culosis hospital is superior to the patient-oriented procedure in that it strengthens 
the relationship between the patient and his doctor, nurse, or rehabilitation special- 
ist. Secondly, these professional staff members who deal directly with patients are 
learning psychology by doing rather than by listening to lectures on clinical psy- 
chology. Then again, although no systematic observations have been made as yet, it 
appears that referrals for psychological service have become more precise and less 
naive in their implicit assumptions about patient behavior problems. More of the 
psychologist’s time is spent with staff members about patient problems than with 
the patients themselves. Finally, the “psychosomatic conference’’ has been enliv- 
ened by the changed orientation from a group which met to hear what the psycholo- 
gist might reveal in terms of test results about a patient to a group which meets to 
discuss difficult personality problems and how these are being met by the people 
who have direct responsibility for the patient. The change is suggested even in the 
new title of the psychosomatic conference which has now become the ‘conference 
on interpersonal dynamics in clinical medicine and surgery.” 
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AN EXPLORATORY STUDY OF THE PROGNOSTIC VALUE OF THE 
COMPLEX REACTION TIME TEST IN EARLY AND CHRONIC 
PSYCHOTICS* 


CHARLES WINDLE AND VIOLET HAMWI 
Psychiatric Institute, Columbia University 


INTRODUCTION 


Previous reports of the prognostic value of psychological tests have usually 
indicated that psychotic patients showing better performance prior to therapy are 
most likely to improve. “°’ Conversely, a few studies have reported that those with 
poorer performance benefit more from therapy ®: °°. *. !*. 4), The seemingly contra- 
dictory prognostic findings may possibly have arisen from a difference in the types 
of patients studied in the various investigations. There are quite a number of var- 
iables in which patients may differ, any one of which may be related to outcome. 
Since duration of illness before treatment is begun is known to be an important 
prognostic criterion“: *. *), it would not be surprising if different prognostic test 
indices applied to patients of varying durations of illness at the time of testing. 

To test this hypothesis, it was necessary to relate the test performance of early 
(short duration) and chronic (long duration) psychotic patients to follow-up status. 
Such data were available for both types of patients on the Complex Reaction Time 
Test (CRT). 


PROCEDURE 


This test consists of an upright panel board of signal lights arranged in four 
distinct groups of five white lamps with a red and a green lamp in the center of each 
group. Attached at right-angles to the base of this is a panel board of switches ar- 
ranged in four distinct groups of five switches each. By means of a solenoid stepping 
switch and a complex wiring system, various patterns of signal lamps may be illum- 
inated in series circuit with one of the switches. Breaking by this particular switch 
will extinguish the lamp pattern and automatically set up a new pattern. More 
complete descriptions of the test are available elsewhere“. 

The patient was seated before the apparatus and the first pattern inserted. The 
task was not presented to the patient as a problem. Each step in the task was fully 
explained and he was allowed to practice to a given degree of competence. In order 
to teach the patient the task he was instructed as follows: 


Here’s a board with lights (indicate) and here’s a board with switches (indi- 
cate). These switches control these lights and if you turn the correct one the 
lights will go out; but if you turn the wrong one nothing will happen. Now the 
lights themselves will tell you how to find the correct switch—but before we go 
into how they do that, take a look at these switches. You see they are in four 
groups (indicate by holding hand over all switches in a group). These are named 
for the way you are sitting; right—on your right, left—on your left, up from 
you and down toward you. 


Now look at these lights. You see that there is one red one lit, one green and 
one white. First look at the red and green lights. These will tell you what 
group the correct switch is in. The way you go from the green to the red is the 
name of the correct group. (Demonstrate). To get from green to red you must 
go up on the signal board; then the correct switch is in the group named “up”’. 
The directions will always be up, down, right or left; there won’t be any diagon- 
als. 


*The authors wish to acknowledge the encouragement and guidance of Dr. Joseph Zubin. 
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To find out which one in this group is the correct switch is easy. The white 
light tells you which one. You see that each of these groups (indicate light 
groups) is shaped like each of these (indicate switch groups). To turn off the 
lights, pick the switch in the correct group which is in the same position as the 
white light that is lit. This is the correct switch, and when you twist it all the 
lights will go out. 


These instructions were modified or repeated until the patient had a grasp of 
the principles involved. He was allowed to practice until he reached the criterion of 
ten consecutive correct problem solutions with no aid from the examiner or, if that 
criterion was not reached, until a fairly stable performance was obtained. He was 
then instructed to perform as rapidly as possible and the performance was measured 
in correct solutions and errors committed during four minutes. 


SuBJECTS 

Twenty-eight chronic patients and fourteen early (short-duration) patients 
were tested in this fashion. Further data were available for an additional twelve 
early patients who had performed on the CRT for a total of four minutes, but were 
given a break of one minute after half of their performance. Since there were no 
differences in the distributions of scores for these differently tested groups of early 
patients, they have been considered together. 

The chronically ill were patients from the Columbia-Greystone Project“ for 
whom preoperative data and follow-up information were available. These patients 
at the time of testing had all been hospitalized for over a year and twenty-two of 
them for over three years. The early cases were patients at the New York Psy- 
chiatric Institute, none of whom had been residents of a mental hospital for more 
than one year previous to testing. 

The outcome of treatment for the chronic Columbia-Greystone patients was 
determined on the basis of whether they were in or out of the hospital on follow-up. 
Three follow-up evaluations were made: (1) six months after testing, (2) a year after 
testing, and (3) three years and seven months after the preoperative test. In each 
of these follow-up evaluations those patients who had been discharged and readmitt- 
ed more than once during the period of observation were omitted from the calcula- 
tions. For the final follow-up, the following additional criteria were used for estab- 
lishing the outcome groups. The out-group had to have been out of the hospital 
for at least 60°; of the time subsequent to testing and the in-group had to have re- 
mained in the hospital for at least 85°; of the time subsequent to testing. The out- 
come for the early cases could not be determined as objectively in terms of being in 
or out of the hospital since the Psychiatric Institute discharges all patients after a 
certain period of therapy regardless of the degree of improvement that has taken 
place. For these patients psychiatric judgments of degree of improvement at the 
time of discharge were employed as a measure of outcome.' These judgments of 
outcome were made at from less than a month to not more than nine months after 
the administration of the test. Hereafter this will be called the “six-month” follow- 
up. 

It should be noted that the two contrasted groups of patients differed in the 
following characteristics at the time of pre-treatment testing: (1) duration of illness 
(chronic or early) and (2) age (chronic patients being older). They also differed at 
the time of follow-up with regard to the following factors: (3) duration of follow-up 
period from the date of testing, (4) criteria used in evaluating degree of improvement 
and (5) type of therapy used (the chronic patients being treated with either psycho- 
surgery or “‘total push” and the early patients with either shock therapy or psycho- 
therapy). The distributions of patients by diagnosis and sex were similar for the 
two groups. Within neither group was any background factor or type of therapy 
related to outcome. 


_ 1 Four of the early cases had not been discharged when this study was completed but estimates 
of their status were available in their case histories. 
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RESULTS 


In order to make an adequate comparison of the relationship between test score 
and outcome in the early and the chronic cases, it is necessary to evaluate the status 
of the patients at comparable follow-up periods. The only follow-up period available 
for the early group was six months from the date of testing. At this time the early 
cases showed a relationship between test score and outcome, but the chronic cases 
did not. There were several reasons for questioning whether the six month follow-up 
was comparable for the two groups of patients: (1) It is possible that the operation 
may have had side effects slowing down recovery, and (2) chronic cases in general 
may require a longer time to improve or to achieve stable outcome. For these reasons 
it was thought that the outcome at the end of the one-year follow-up of the chronic 
patients might be more representative of their status. 

The mean scores on the CRT for the contrasted groups of patients are shown 
in Table 1. There are three available ways of scoring this test, the number of correct 
solutions, the number of errors, and the difference between these two measures. It 
is to be noticed that this third score, correct—errors, takes into consideration both 
aspects of performance, quantity or speed and quality or accuracy. For this reason 
it is probably to be preferred as a measure of overall psychomotor efficiency “’. This 
latter score is the one that will be analyzed. 


TaBLeE 1. Megan CRT Scores ror Outcome Grovps. 








Chronic Patients Early Patients 





Out Improved Unimproved 











Correct 26.20 61.00 53.00 
Errors 17.90 | 5.53 11.63 
Correct-Errors 8.30 27.00 55.47 41.37 
N 10 | 18 15 il 














In the chronic group, patients with better outcome tended to achieve lower 
scores than did those with poorer outcome. It appeared that the more efficient per- 
formers remained hospitalized. The mean scores of the early ill showed a trend in 
the opposite direction, the subsequently improved patients having higher scores 
than the unimproved. 

An analysis of variance was undertaken to determine the significance of the 
difference between the prognostic trends indicated by the means. 


Tasie 2. ANALYSIS OF VARIANCE OF CRT Scores (TABLE 1). 








Source Sum of Sqs. DF Mean 
| Square | 


11,478.0 | | 1,478.0 | 
231.4 | | 231.4 


Between durations 
Between outcomes 
Interaction 
Residue 

Total 


3,278.8 | | 3,278.8 | 
24,130.4 | ! 482.6 | 


39,118.6 | 





| 
| 
| 
| 
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By means of the analysis of variance technique it is possible to allocate the pro- 
portion of the total variance to each of its components. The two major components 
in this study are outcome on follow-up, and duration of illness (chronic vs early). In 
addition, the interaction between outcome status and duration of illness at time of 
testing gives an indication of the degree of similarity that existed within the two 
duration groups with regard to the relationship between outcome and test score. 
The importance of each of these components is measured by comparing the variance 
attributable to each component with the error variance. The results indicate that 
the duration component and the interaction component are significant, while the 
outcome component is not. 

The chronic patients performed on a lower level than the early patients regard- 
less of outcome. In comparing outcome groups in this analysis the test scores of the 
improved group (early and chronic combined) are compared with the unimproved. 
No difference is to be expected between such outcome groups, since the contrary 
trends would cancel each other. The interaction between outcome and duration is a 
direct measure of the degree of divergence in trend that exists between the outcome 
and duration of disease. For the chronic patients there was a difference of 18.70 in 
favor of the unimproved and in the early patients, a difference of 14.10 in favor of the 
improved. Thus the statistical significance of the reversal in prognostic trend is 
demonstrated. 

When the difference between the outcome groups for chronic patients is com- 
pared with its standard error, the difference is found to be statistically significant 
(P<.05).2. For the early patients, the corresponding comparison is not significant, 
but is opposite in direction. 

Some additional information may be gained by a more thorough individual 
analysis. In the chronically ill, none of those who later left the hospital had scores 
of 30 or more, whereas half of those who were still in the hospital on follow-up had 
scores above this critical point. In the early cases this critical score was found sig- 
nificantly differential in the outcome groups in the reverse order. In this case all of 
the improved fell above the critical score of thirty, while of the unimproved about 
one-third fell below that point. 


TaBLe 3. Score oN THE CRT Test By Outcome 
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A determination of outcome status for the chronic patients at the final follow. 
up period, three years and seven months after the originai testing, revealed that the 
prognostic relationship of the CRT still obtained. An analysis of variance again 
revealed a significant reversal between the prognostic indices of the chronic and 
early patients and the Chi-square value for the chronic group (6.16; P<.02) was 
even higher than that shown in Table 3. 

*The standard error was obtained by utilizing the error variance from the analysis of variance and 
applying the appropriate degree of freedom. 8S. E. = (error variance) (1/N; + 1/N;). 
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Discussion 


Among the important factors that influence prognosis are (1) age, (2) sex, (3) 
type of illness, (4) duration of illness prior to testing, and (5) follow-up period after 
testing. The first three factors have been sufficiently stressed in the literature and 
do not require further comment, even though they are very often overlooked by 
investigators. The duration of illness prior to testing is taken into consideration less 
frequently than the others in the studies reported in the literature. The reason for 
this neglect is quite apparent. It is often very difficult to establish the duration of 
illness prior to examination. The follow-up period after testing is also often not 
fully specified by many studies. The present study indicates that the neglect of 
these two factors has produced considerable confusion in prognostic psychological 
testing. The contradictory results obtained in various studies may be resolved 
when due consideration is given to the duration factors in the illness itself and in 
the follow-up. The reversal of the relationship between score and outcome in the 
chronic group as contrasted with the control group, is an unexpected finding and 
requires further analysis before it is accepted as a fact. There are, however, several 
other studies in the literature which upon careful reconsideration and analysis yield 
similar results®®), Clinicians have for a long time taken duration of illness into 
consideration in their prognostications. That psychological tests can become better 
prognostic agents when these factors are taken into consideration is, of course, to 
be expected. The theoretical basis for expecting better results from chronic patients 
when their scores are low, needs to be determined and tentative suggestions in this 
direction are offered elsewhere “*?. 


SUMMARY 


A group of chronic patients and a group of early patients who were diagnosed 
as psychotic were given the Complex Reaction Time Test and followed up subse- 
quently for stated periods to determine the outcome of their illness and its relation- 


ship to their scores on the CRT. 


(1) Although various types of therapy were employed, these are not consid- 
ered here because variations between the types of treatment did not affect the 
relationship between outcome and test score. 

(2) The early group, as would be expected, excelled the chronic group in 
performance. 


(3) In the —_ group, a positive relationship was observed between test 
il 


score and outcome while in the chronic group the relationship was reversed. The 
statistical significance of these contrary trends was established by relating the 
interaction variance between outcome and score to the residual error in the analysis 
of variance. 

(4) In the chronic group, the mean of the patients remaining in the hospital 
was significantly higher than that of those who were out of the hospital by the end 
of one year after operation. In the early group, the difference was contrary in trend 
but it was not quite statistically significant. 

(5) When a score of 30 was utilized as a critical cut-off point for the chronic 
cases, all of the out-of-hospital patients fell below this point (0:10) while the in- 
hospital patients split above it and below it in the ratio of 8:10. In the case of the 
early patients, all of the improved patients fell above the criterion score (15:0) 
while the unimproved split above it and below it in the ratio of 7:4. 


(6) When an analysis was made of. the data provided for the chronic group 
three years and seven months after testing, the same results were found as for the 
one year follow-up. No data for a longer follow-up period than six months were 
available for the early cases. 

(7) These findings indicate that efficient performance by early cases on the 
Complex Reaction Time Test is prognostically favorable, whereas efficient perform- 
ance by chronically ill psychotics is unfavorable. 
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A STUDY OF THE VALIDITY OF SOME HYPOTHESES FOR THE 
QUALITATIVE INTERPRETATION OF THE H-T-P FOR CHILDREN OF 
ELEMENTARY SCHOOL AGE: III. HORIZONTAL PLACEMENT* 


ISAAC JOLLES AND HARRY 8. BECK 


Staff Psychologist Chief Area Psychologist, Southern Area 
Illinois Department of Public Instruction Illinois Department of Public Instruction 


PROBLEM 


Buck has stated that the psychological center of the page is not the geometric 
center ®:*), This applies to both the horizontal and vertical placement of the H-T-P 
drawings on the form page. According to Buck, the horizontal psychological center 
is approximately one-half inch to the left of the geometric center. However, he 
indicates an average range of about one inch around this mid-point for the Tree and 
Person and about 144 inches around the mid-point for the House. In the manual he 
refers to this as the temporal placement of the drawing because one interpretation 
that has been made concerning horizontal placement is that the left side of the page 
pertains to the past, the right to the future. 

Another interpretation that has been applied to the horizontal placement of 
drawings is that the farther a drawing appears to the left of the psychological center 
the more the subject has a tendency towards immediate emotional expression, the 
farther to the right of the psychological center the greater the intellectual control. 
This corresponds with the Rorschach continuum of C to CF to FC to F which is 
interpreted as infantilism (C) to adult maturity (FC) to rigidity (F).” 

In view of the fact that Buck formulated his hypotheses concerning horizontal 
placement on the basis of his experience with older adolescents and adults, the 
question may be raised as to whether his hypotheses hold true for school children of 
various ages. Therefore, the chief purpose of this study is to establish the psycholog- 
ical center for horizontal placement for children ranging in age from 5 through 12. 
Also, an attempt has been made to validate the assumption that horizontal place- 
ment is significant of an individual’s degree of intellectual control over his affect. 


*The authors wish to acknowledge appreciation to Robert H. Alexander and John N. Buck for 
their helpful critical review of the manuscript. 
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SUBJECTS AND PROCEDURE 


In the first of this series of studies“) reference is made to the procedure for ob- 
taining the drawings and the details concerning the subjects. The present study is 
based upon the drawings of 1046 males and 1037 females, a total of 2083 school 
children ranging in age from 5 through 12. 

For the purposes of this study the H-T-P form page was divided into 14-inch 
strips, thus making 17 14-inch strips on the form page for the House and 14 14-inch 
strips on the form pages for the Tree and the Person. Quantitative values were 
assigned to each of A a strips from left to right across the page as follows: 

House: -8, —7, -6, —5, -4, -3, -2, -1, 0, +1, +2, +3, +4, +5, +6, +7, +8 

Tree: -7, -6, -5 4, ~<a, ~2. = 0, +1, +2, +3, +4, +5, +6 

Person: -7, -6, —5, —4, -3, -2, -1, 0, +1, +2, +3, +4, +4, +6 


Thus, the geometric center of the form page for the House would be represented by 
the mid-point of the zero strip. The geometric center of the form pages for the Tree 
and Person would be represented by the left edge of the zero strip. The center of 
each drawing was then determined by measuring the distance from the extreme left 
to the extreme right of the drawn Whole, excluding the extraneous details (sun, 
grass, clouds, etc.). Once the center of the drawing was determined, the %-inch 
strip in which the center of the drawing occurred became the numerical value assign- 
ed to the drawing. 
RESULTS AND DiscussION 


The data for this study have been summarized in Table 1 in which are shown the 
Means and Sigmas for the horizonta] placements of the drawings of the House, the 
Tree, and the Person. The minus signs indicate placement to the left of the geometric 
center. All figures are in terms of one inch or a fraction thereof. 


TaBLe 1. MBANs AND SiaMas* ror HorizontaL PLACEMENT oF Eacn WHoLe 
AccorDING To Sex AND AGE 
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The obtained Means for the various age levels and the three drawings indicate 
that on the whole Buck is correct in hypothesizing the psychological center to be to 
the left of the geometric center of the form page. However, it appears that the psy- 
chological center for these school children is not as far to the left of the geometric 
center as Buck has indicated for adults. Also, there is variation depending upon the 
age group and whether the drawing is the House, the Tree, or the Person. Actually 
some of the age groups studied tend to place the House slightly to the right of the 
geometric center. 

The obtained standard deviations indicate considerable variation in what may 
be called the normal range for horizontal placement. It would seem that the normal 
range approximates that suggested by Buck in some instances but certainly not al- 
ways. It seems that the clinician would be wise to refer to Table 1 in evaluating 
horizontal placement of the drawings of a child within the age range of the subjects 
of this study. 

Because of these variations an analysis of variance was made. The results of 
the analysis of variance indicate that there is a relationship between horizontal place- 
ment and age which is significant at less than the 5°, level of confidence. One would 
expect this if Buck’s hypothesis that the farther the drawing is to the right the 
greater the degree of intellectual control is true. However, the analysis of variance 
does not indicate in what direction age is a factor in horizontal placement. Therefore, 
rank difference correlations were worked out for each sex and for both sexes together 
for the House, the Tree, and the Person. Rank | was assigned to year 12, rank 2 
to year 11, etc. Rank 1 was also assigned to the Mean of the age group farthest to 
the right, the lowest rank (8) being assigned to the Mean farthest to the left. The 
obtained Rho’s for the House (.73, .68, .79) substantiate Buck’s hypothesis. This is 
not true for either the Tree, in which there is a slight but insignificant negative cor- 
relation with age, (~.13, —.382, ~.05) or for the Person, in which there is a significant 
negative correlation with age, (—.73, —.37, -.57) 

There is a logical explanation for this if we go beyond Buck’s interpretation of 
horizontal placement into the realm of his theories concerning the stimulus value of 
the House, the Tree, and the Person. According to Buck®?, the House represents 
to the subject the home in general and the scene of one’s most intimate relationships. 
Thus, the data from this study would indicate that the older the child becomes the 
more readily he lends himself to the regulations set for him by the parents. Many of 
us will have observed this to be true of the behavior of normal children. The Tree 
supposedly represents the subject’s felt relationship to his environment in general. 
The obtained Kho’s for the Tree suggest that the basic reaction pattern of the sub- 
jects does not change with age to a significant degree beyond the age of five, and 
there is reason to believe that this is in keeping with the observations of most of us. 
The Person, to continue with Buck’s interpretations, represents interpersonal re- 
lations, and the significantly negative Rho’s for this drawing indicate that the older 
a subject the more social he becomes. This seems to be in keeping with our knowl- 
edge of child development. Thus, it appears that Buck’s interpretations concerning 
horizontal placement and the stimulus value of the three drawings apply to children 
within the age range of this study. The differences in the stimulus value of the three 
drawings are further substantiated by the analysis of variance in which there is a 
difference significant at less than the 1°, level of confidence. 

Sex differences in relation to horizontal placement and to the three drawings are 
not significant according to the analysis of variance. This would tend to contra- 
indicate Buck’s®? hypothesis that drawings to the left of the center indicate femin- 
inity, to the right masculinity. (Buck has never been more than luke warm towards 
this.) However, there is a difference between the two sexes with respect to age 
which is significant at less than the 1%; level of confidence. This difference shows 
up in the rank difference correlations. It is found that the males are much more 
free with their emotions in interpersonal relations than girls as they grow older. 
However, the girls tend to react emotionally to the environment in general to a 
greater degree than boys as would be indicated by the higher negative correlation 
of horizontal placement with age in the drawing of the Tree. 
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CONCLUSIONS 


1. Buck’s hypothesis that the psychological center is to the left of the geomet- 
ric center of the form page is verified by this study. 

2. The Mean horizontal placement tends to vary with age and with the drawn 
Whole. 

3. The normal range for horizontal placement tends to vary with age and the 
drawn Whole. 

4. According to the criteria suggested in this study, Buck’s interpretation of 
horizontal placement as an indicator of emotional expression (to the left of the 
page) and intellectual control (to the right of the page) applies to the subjects 
of this study. 

5. Buck’s hypothesis concerning horizontal placement as an indicator of mas- 
culinity (to the right) and femininity (to the left) is not verified by this study. 

6. According to the criteria suggested in this study, Buck’s interpretation of the 
stimulus value of the three Wholes seems to apply to the subjects of this study. 
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PROBLEM 


Clinical experience in the use of the H-T-P with children of elementary school 
age has led the authors to believe that age may be a factor in vertical placement. Ina 
previous study on horizontal placement? it was found that in general Buck’s®: * 
hypothesis concerning the psychological center of the page is sound but that there is 
considerable variation among the various age groups. Since such variation appeared 
in horizontal placement, there is reason to believe that the same would be true for 
vertical placement of the drawings on the H-T-P form page. Once we have deter- 
mined the extent of such variation for the various age groups, we will have a frame 
of reference for evaluating personality deviations of children. 

It is interesting to note that our previous studies have verified (within the 
limited scope of the studies) Buck’s hypotheses concerning qualitative interpreta- 
tion of drawings even though the factors investigated were definitely influenced by 
age. Therefore, in addition to setting up a frame of reference for interpreting vertical 
placement of H-T-P drawings, we need to attempt to investigate the validity of 
Buck’s hypothesis concerning vertical placement. This hypothesis may be sum- 
marized as follows: 
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(1) Placement of the center of the drawn whole above the psychological center 
of the form page suggests an attempt to gain satisfaction from fantasy and /or striv- 
ing. 

(2) Placement of the center of the drawn whole below the psychological center 
of the form page suggests a tendency to be reality bound, a tendency to feel insecure, 
and /or a depressive mood tone. 


On the basis of clinical experience with the Rorschach technique, ability to seek 
satisfaction in fantasy increases to a certain extent with age, i.e., older children may 
be expected to produce more M than younger children”. Applying this to Buck’s 
interpretation of vertical placement, we would expect a positive correlation of the 
height of the drawings on the form page with age. 


SUBJECTS AND PROCEDURE 


In the first of this series of studies“ reference is made to the procedure for ob- 
taining the drawings and the details concerning the subjects. The present study is 
based upon the drawings of 1013 males and 1022 females a total of 2035 school 
children ranging in age from 5 through 12. 

For the purposes of this study the H-T-P form page was divided into %-inch 
strips, thus making 14 \.-inch strips on the form page for the House and 17 14-inch 
strips on the form pages for the Tree and the Person. Quantitative values were 
assigned to each of these strips from top to bottom as follows: 


House: +6, +5, +4, +3, +2, +1, 0, -1, -2, -3, 
Tree: +8, +7. +6, +5, +4, +3, +2, +1, 0,-1, 
Person: +8. +7, +6, +5, +4, +3, +2, +1, 0, -1, 


Thus the geometric center of the form page for the House would be represented by 
the left edge of the zero strip. The geometric center of the form pages for the Tree 
and Person would be represented by the mid-point of the zero strip. The center of 
each drawing was determined by measuring the distance from the extreme top to 
the extreme bottom of the drawn Whole, excluding the extraneous details (sun, 
grass, walkway, clouds, ete.). Once the center of the drawing was determined, the 
1,-inch strip in which the center of the drawing occurred became the numerical value 
assigned to the drawing. 


ResUuLTs AND DiscussION 

The data for this study have been summarized in Table 1 in which the Means 
and Sigmas for the vertical placement of the drawings of the House, the Tree, and 
the Person have been presented according to age and sex of the subjects. The minus 
signs indicate placement below the geometric center. All figures are in terms of one 
inch or a fraction thereof. 

The obtained Means fail to verify Buck’s hypothesis that the psychological 
center for vertical placement is above the geometric center of the form page. How- 
ever, this applies only to the age group of this study. It must be remembered that 
Buck has based his conclusions upon the drawings obtained from older adolescents 
and adults, and there is definite evidence from this study that age is an important 
factor in vertical placement. The results of the analysis of variance indicate that age 
is a significant factor in vertical placement at less than the 1°, level of confidence. 
Also, rank difference correlations were worked out for each sex and for both sexes 
together for the House, the Tree, and the Person. Rank 1 was assigned to year 12, 
rank 2 to 11, ete. Rank 1 was also assigned to the highest Mean (representing high- 
est mean placement on the form page), the lowest rank (8) being assigned to the 
lowest Mean. The obtained Kho’s indicate a high positive correlation with age 
(.79, .83, .62) so that by the time a child reaches older adolescence or adulthood his 
psychological center on the form page could very well be above the geometric center. 
These results are in keeping with the clinical experience with the Rorschach men- 
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TaBie 1. MEANS AND Stamas* ror VerTICAL PLACEMENT OF Each WHOLE 
AccorDING TO SEX AND AGE 
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tioned above (the M factor). Thus there is at least some reason to believe that the 
interpretation that placement of the center of the drawn Whole above the psycho- 
logical center suggests the seeking of satisfaction in fantasy is sound. 

The analysis of variance indicates that the stimulus value of each of the draw- 
ings differs significantly at less than the 1° level of confidence. This was found in 
our previous study on horizontal placement @) , and it was felt that Buck’s hypothesis 
concerning the stimulus value of the three Wholes was verified within the limited 
scope of the study. These findings are substantiated to some degree by the findings 
of this study. Inspection of the means shown in Table 1 indicates that there is a 
tendency to place the House higher on the form page than the other Wholes. This 
could be related to the fact that most of us get our incentive to strive for achieve- 
ment from the home environment more so than from the general environment. 
Assuming this hypothesis to be true, Buck’s interpretation that vertical placement 
may be indicative of the degree of striving may be sound. Also, this would present 
some evidence to the effect that the House represents to the subject his home en- 
vironment and the scene of his most intimate relationships. The fact that the results 
of this study suggest that the House is placed higher on the page than other Wholes is 
an important finding, for Buck states, ‘The Tree, as a rule, is placed higher on the 
form page than either the House or the Person.’’®: »- *) Further inspection of 
Table 1 indicates that there is a tendency for our subjects to place the Person lower 
on the form page than the other Wholes. We might expect this if the stimulus value 
of the Person is interpersonal relations as hypothesized by Buck, for in a situation 
involving a normal person in interpersonal relations there would be less need for 
seeking satisfaction in fantasy. These differences in vertical placement among 
the three Wholes may possibly apply to Buck’s theory that vertical placement be- 
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low the psychological center may indicate a feeling of insecurity. We would expect 
our subjects to get their greatest feeling of security in the home, their greatest feeling 
of insecurity in interpersonal relations. This is in keeping with the direction of the 
differences in vertical placement among the three Wholes. 

According to the results of the analysis of variance the sex of the subject is not 
important as far as the drawn Whole or age is concerned, but it is an important 
factor as far as vertical placement is concerned. The Mean vertical placement is 
higher for girls than boys on all three Wholes. This suggests a greater tendency for 
girls to seek satisfaction in fantasy than boys, or it could mean a greater degree of 
striving among girls than boys. 


CONCLUSIONS 
1. Age is a factor in vertical placement to the extent that the age of the subject 
is important in determining the interpretation of the drawings. 
2. Within the limited scope of this study, it would appear that Buck’s inter- 
pretation of vertical placement is sound. 
3. The results of this study lend further support to Buck’s interpretation of the 
stimulus value of the three Wholes. 


REFERENCES 


Beck, 8. J. Rorschach’s Test. Vol. II. New York: Grune and Stratton, 1945. 

Buck, Jonn N. Administration and Interpretation of the H-T-P Test. Unpublished mimeograph- 

ed proceedings of the V. A. H-T-P workshop, Richmond, 1950. 

og Joun N. The H-T-P Technique. J. Clin. Psy chol., Monograph Supplement, No. 5, Octo- 
r, 1948. 

GuitForp, J.P. Fundamental Statistics in Psychology and Education: New York: McGraw-Hill, 

1942. 


JOLLEs, I. A Study of the Validity of Some Hy ee for the + ne meg Interpretation of the 
ge -P for Children of Elementary School Age: I. Sexual Identification. J. clin. Psychol., 1952, 
, 113-118. 

Joups, I., A Study of the Validity of Some Hypotheses for the ny rete Interpretation of the 
H-T-P for Children of Elementary School Age: IT. The “Phallic As an Indicator of Psycho- 
sexual Conflict. J. clin. Psychol., 1952, 8, 245-255. 

Jou.es, I., and Becx, H. 8. A Study of the Validity of Some Hypotheses for the Qualitative 
Interpretation of the H-T- P for Children of Elementary School Age: III. Horizontal Placement. 
J. clin. Psychol., 1953, 9, 


THE BLACKY TEST USED WITH A PSYCHOANALYTIC PATIENT 
ALBERT ELLIS 
New York City 


INTRODUCTION 


One method of validating projective techniques is to check their results against 
the blind ratings of psychotherapists, and particularly of psychoanalysts, who pre- 
sumably are in the best position to give a personality analysis of subjects with whom 
such techniques are employed. Such a method of validation would appear to be 
particularly appropriate for tests like the Blacky Pictures, which are specifically 
designed to describe aspects of human behavior which are stated in orthodox psycho- 
analytic terminology. Since few studies of this nature have been reported in the 
literature, it was decided to compare Blacky protocol ratings made by Dr. Gerald 8. 
Blum, the author of the test, and by a group of clinical psychologists to equivalent 
ratings made by a psychoanalyst and by the patient herself who had had a little over 
two hundred hours of analysis. 
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Blum and Hunt have recently reviewed all available validity studies on the 
Blacky Pictures, and have reported generally favorable results. Of particular rele- 
vance to the present study is Blum’s®? experiment, in which a patient’s therapist, 
after ten hours of therapy, was usually able to identify his patient on each of the 
major Blacky descriptive dimensions when asked to make choices from five short 
descriptions, laid out in random order, adapted from blind Blacky analyses of five 
different patients. Rating or clinical studies by Michal-Smith, Hammer, and 
Spitz, Swanson, and Weiss and Blum“, though not directly relevant to the 
present experiment, also provide some corroborative evidence for the clinical validity 
of the Blacky Pictures. 

METHOD 


The subject was a young woman who had, at the time of the study, had some- 
what over 200 hours of psychoanalysis. The experimenter, who was her analyst, 
administered the test to her in accordance with the regular instructions in the test 
manual. A verbatim transcript of her record, including her spontaneous responses 
to the cards as well as her responses to the questions included in the manual, was 
then made up and a copy of it given to eleven clinical psychologists and eleven 
psychological internes employed in various state institutions in New Jersey. The 
psychologists had from one to thirty years of clinical experience, with an average of 
twelve and a half years; the internes had three to twelve months clinical experience, 
with an average of six and a half months. At the time the Blacky protocol was pre- 
sented to these psychologists and internes, a two-hour discussion of the Blacky Pic- 
tures was held, and they were directed to read the test manual and Dr. Blum’s 
doctoral dissertation on the development of the test “?. They were asked to take the 
protocols home and, within a month’s time, to return (a) a filled-out rating sheet 
giving their judgments on thirty-eight questions asked about the subject whose 
protocol they had; and (b) a written personality description of the subject made in 
whatever terms they preferred to use. Dr. Blum, the author of the Blacky Pictures, 
also kindly consented to fill out the same rating sheet as did the psychologists and 
internes on the basis of his blind analysis of the subject’s complete protocol. Finally, 
both the analyst and the patient independently, immediately after the test was 
given, and before any other ratings were obtained, filled out the same rating sheets 
as did the psychologists and the author of the test. 

After the protocols and personality descriptions were collected from the partici- 
pating psychologists and internes, the analyst and the patient jointly went over the 
personality descriptions, and agreed which of the psychologists’ and internes’ state- 
ments seemed to be correct descriptions of the patient, and which seemed to be in- 
correct. 

RESULTS 


Although a four-point rating scale was used in the experiment, with the patient 
being rated as having a given trait VERY MUCH, MODERATELY, SLIGHTLY, 
or NOT AT ALL, it was found that the choice between a rating of VERY MUCH or 
MODERATELY, or between SLIGHTLY or NOT AT ALL was probably as much 
a function of the personality of the rater as of the subject being rated; consequently 
these ratings were combined into a two-point scale, with VERY MUCH or MOD- 
ERATELY ratings being scored on one side of the scale, and ratings of SLIGHTLY 
or NOT AT ALL being scored on the other side. 

When the rating sheets of the psychologists and the internes were scored in 
this manner, it was found that there was quite close agreement between the ratings 
of the eleven psychologists and the eleven internes on thirty-one of the thirty-eight 
items rated. The psychologists and the internes could not agree to what extent the 
subject was an oral erotic individual; to what extent she was anally sadistic; how 
much she repressed her hostility toward others; how guilty she was about her anti- 
social acts; to what extent she was able to love a man; and how realistic she was in 
her life goals. They agreed that she definitely kept punishing herself, but the in- 
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ternes thought that she did so more than did the psychologists. All told, consideri: 
the notorious unreliability of most rating scales, it was deemed that the consistent 
agreements of the psychologists and the internes on the great majority of the ques- 
tions rated warranted the combining of their median ratings for purposes of compar- 
ing these to the ratings of the experimenter, the subject, and Dr. Blum. Data on 
these comparisons are listed in Table 1. 
Tas_e 1. Ratinas on a Patient MApE —y Buiacky Picrures Prorocois AND PsyCHOANALYTIC 
HERAPY 








RATING OF RATING OF 
Very MuchOR Slightly OR 
ITEM Moderately Not at all 
To what extent is the subject an oral erotic individual? TS P* 
How much does she love her mother? TB 
To what extent has she conscious or unconscious hostility against 
her mother? 
How much does she think that her mother loves her? 
How much does she love her father? 
To what extent has she conscious or unconscious hostility toward 
her father? 
How much does she think her father loves her? 
To what extent does she keep trying to win the love of her parents? 
To what extent has she conscious or unconscious hostility toward 
other people than her parents? 
To what extent is she orally sadistic? 
To what extent is she anally sadistic? 
How strong is her oedipal attachment to her father? 
How jealous is she of her parents’ love for each other? 
How conventional and conforming is she, in general? 
How sexually conventional and conforming is she? 
How much guilt does she have about masturbation? 
How sexually conventional are her parents? 
How strong are her desires for heterosexual sex relations? 
How strong are her conscious or unconscious desires for homosexual 
sex relations? 
How confused is she about her own sex role? 
How much penis envy does she have? 
How much does she resent being a woman? 
How much does she avoid facing her own emotions? 
How much does she repress her hostility toward others? 
How maturely does she face life’s difficulties? 
To what extent has she engaged in antisocial activities? 
How guilty is she about the antisocial acts in which she may have 
engaged? 
How narcissistic is she? 
How interested is she in being loved by a man? 
To what extent is she able to love a man? 
To what extent does she identify with her mother? 
To what extent does she identify with her father? 
To what extent is she realistic in her life goals? 
To what extent is she efficient in her work? 
To what extent is she able to get along well with others? 
To what extent does she have confidence in herself? 
To what extent does she have a favorable concept of herself? 
To what extent does she consciously or unconsciously keep punish- 
ing herself? 





B 
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Legend: T —rating of therapist 
S —rating of subject (patient) 
B —rating of Dr. Gerald S. Blum 
P —median rating of psychologists and internes, clear majority 
p —tmedian rating of psychologists and internes, bare majority 
* —-disagreement between rating of psychologists and internes 





From an examination of Table 1 it can be seen that, in addition to the six ques- 
tions on which the psychologists and internes disagreed, there were four other ques- 
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tions where, although a majority agreed on the rating, this majority was a close one. 
Altogether, then, in about three-fourths of the questions asked the ratings of the 
psychologists and the internes were fairly clear-cut and self-consistent. 

At the same time, Dr. Blum’s ratings of the Blacky protocol agreed with those 
of the psychologists and internes in twenty-nine out of thirty-eight instances, or 
again in about three-fourths of the questions asked. Both the percentage of agree- 
ment of the psychologists and internes with each other and with Dr. Blum would 
appear to be quite high, especially considering that few of the psychologists and 
internes involved in the study had any considerable prior experience with the Blacky 
Pictures or with psychoanalytic formulations. It may therefore be concluded that, 
whatever the validity of Blacky Picture ratings may turn out to be, they seem to 
have some reasonable degree of reliability when they are made on the kind of a scale 
and under the type of conditions employed in this study. 

It is also interesting to note, in this connection, that some of the questions on 
which the least agreement was obtained among the psychologists’ and internes’ 
ratings and between their ratings and those of Dr. Blum were rather vague and not 
easily definable questions like: ‘“To what extent is the subject an oral erotic individ- 
ual?” and “To what extent is she anally sadistic?’ It may be hypothesized, con- 
sequently, that if more concrete and easily definable questions and terms are em- 
ployed in a rating scale similar to the one employed in this study, even higher inter- 
rater reliability may be obtainable. 

Inter-rater reliability between the analyst and his patient was remarkably good, 
as the results in Table 1 show. In only three out of thirty-eight questions was there 
any sharp disagreement between the therapist and the subject. (Even on the 
original four-point scale there were only twelve one-step and no two-step disagree- 
ments between therapist and subject). This high percentage of agreement should 
perhaps not be overemphasized, since a psychoanalytic relationship, including so- 
called positive transference phenomena, between a patient and therapist is likely to 
result in the analyst’s at least temporarily indoctrinating the patient with his own 
view of her behavioral characteristics. Nonetheless, the obtained analyst-patient 
rating agreement is interesting, and lends more importance, perhaps, to the com- 
parisons which are about to be made between analyst-patient and psychologist- 
author ratings. 

Referring again to Table 1, it will be seen that in fifteen instances there were dis- 
agreements between the ratings of the therapist and Dr. Blum, between the patient 
and Dr. Blum, and between the patient and the psychologists and internes; and in 
seventeen instances there were disagreements between the ratings of the therapist 
and the psychologists and internes. This means that if the therapists’ and the 
patients’ ratings are considered as a validity criterion, the validity of the Blacky 
Pictures, as revealed in this study, is distinctly lower than its inter-rater reliability. 

It should be pointed out, in this connection, that obtained validity percentages 
(which hover around 60 per cent successful predictions by Dr. Blum and the psycho- 
logists and internes of the patient’s and therapist’s ratings) m may even be somewhat 
inflated, since the list of questions includes several ‘“‘set-up”’ items which presumably 
would be rated positively by almost any psychologists and any therapists. The 
patient, remember, is a patient, and has obviously come for therapy because she is 
disturbed. Consequently, the mere knowledge that she is a patient (which knowledge 
was had by the psychologists and internes before they did their ratings—this knowl- 
edge being given to them because of what may well have been a methodological over- 
sight on the part of the experimenter) may well have led the raters to rate the patient 
as having hostility toward her mother, having hostility toward other people, having 
sexually conventional parents, being afraid to face her own emotions, being narciss- 
istic, and so on. Since most patients do have these characteristics, and since the 
therapist checked this patient as having them, the perspicacity of the clinicians en- 
gaging in this experiment may have been as much the result of their general psycho- 
logical training as of their specific interpretation of the Blacky protocol. 
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INTERPRETIVE SUMMARIES 


A more rigorous test in this connection was provided by having the psycholo- 
gists and internes write out their own summaries of the patient’s behavioral char- 
acteristics. Of the 22 psychologists and internes participating in the experiment, 19 
submitted such summaries. These were read by the patient and therapist together, 
who agreed whether each statement was or was not applicable to the patient. It 
may be said, parenthetically, that the most interesting part of the experiment, as 
far as the therapist was concerned, was the time spent going over with the patient 
(a) the discrepancies between his ratings and her ratings of her behavioral character- 
istics; and (b) the discrepancies between the psychologists’ and internes’ written 
assessment of his (the therapist’s) and her consideration of that assessment. Al- 
though this part of the experiment had little to do with the Blacky test, it turned 
out to be a side experiment in itself in that the ensuing discussions served to review 
and to check both the therapist’s and the patient’s insights. The patient thoroughly 
enjoyed this part of the experiment and felt that she learned, or at least reviewed, 
a good deal by it. The therapist felt that this kind of a systematic check on how 
the patient viewed herself and how he viewed her was quite valuable in itself, aside 
from any connection with the Blacky experiment. He is considering developing a 
rating scale, to be independently used by the therapist and his patients, for the sole 
purpose of reviewing therapeutic progress and patient-therapist attitudes. 

To return to the Blacky experiment: In reviewing the written summaries of 
the psychologists and internes, the patient and therapist found that they agreed 
with 90 of the statements made about the patient in these summaries and disagreed 
with 117 of them. Only four of the psychologists and internes included in their 
summaries more statements which the patient and therapist agreed with than state- 
ments with which they disagreed; one included as many statements with which they 
agreed as with which they disagreed; and fourteen psychologists and internes in- 
cluded more statements with which the therapist and patient disagreed than with 
which they agreed. Although some of the psychologists’ and internes’ statements 
about the patient showed what seemed to be remarkable insight into her behavioral 
characteristics, many of their other statements were utterly nonsensical in the eyes 
of the therapist and patient. 


In both aspects of the experiment, therefore, dealing with the validity of the 
Blacky Pictures, and particularly in that aspect concerned with the psychologists’ 
and internes’ own summaries of the patient’s behavioral characteristics, the test was 
shown unimpressively to agree with the views of a therapist and his patient who had 
been in analysis for more than two hundred hours. 

An examination of the specific questions about which the psychologists and 
internes and the author of the Blacky Pictures most consistently disagreed with the 
patient and therapist shows that the former quite misjudged several of the patient’s 
“psychopathic” traits while agreeing better about her “neurotic’’ ones. Thus, al- 
though there is little doubt in the patient’s and the therapist’s mind that the patient 
has considerable conscious hostility toward her father, that she is quite unconven- 
tional and nonconforming, that she has strong homosexual desires, that she is con- 
sciously hostile toward many others, that she has engaged in a good deal of anti- 
social activity, and that she has relatively little guilt about her antisocial acts, the 
psychologists and internes, as well as the author of the Blacky Pictures, entirely 
miss these points. Their general picture of the patient is that of a woman who acts 
like a typical anxiety neurotic who defends herself by consciously suppressing and 
unconsciously repressing many of her underlying hostilities and antisocial drives. 
Actually, the patient, while having considerable anxiety, has a long record of de- 
fending herself against this anxiety by extremely rebellious, negativistic, unusually 
unconventional and frequently most antisocial behavior. The Blacky Pictures, 
evidently, poorly revealed what in psychoanalytic terms would be called her char- 
acter neurosis. 
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SUMMARY AND CONCLUSIONS 


A patient who had had over two hundred hours of psychoanalysis was given a 
Blacky test and her complete test protocol rated by twenty-two clinical psychologists 
and psychological internes and by Dr. Gerald S. Blum, the author of the test. She 
and the therapist also rated the patient on the same scale used by the test raters; 
and the therapist and patient compared their assessment of the patient with sum- 
maries of her behavioral characteristics which were made by the clinical psycholo- 
gists and internes. It was found that while a rather high inter-rater reliability was 
obtained for the Blacky Pictures, there was only about 60 per cent agreement be- 
tween the ratings of the psychologists and internes and Dr. Blum, on the one hand, 
and the ratings of the patient and her therapist on the other hand. Moreover, in 
the characterological summaries made by the psychologists and internes, only 43 
per cent agreement with the patient’s and therapist’s judgment was obtained. 

In view of these findings, it would appear that the Blacky Pictures may be used 
in conjunction with characterological rating scales or check lists with a reasonable 
degree of confidence that different clinical psychologists are deriving similar informa- 
tion from the test. Even, however, when different psychologists do agree upon the 
interpretations to be derived from Blacky protocols, there is no reason to believe, 
on the evidence revealed in this study, that they will likewise agree with the judg- 
ment of a therapist who presumably knows a patient very well. The obtained data, 
in other words, tend to uphold the inter-rater reliability, but not the validity, of the 
Blacky Pictures when they are employed by clinical psychologists for personality 
assessment. Since, however, the present study involves only one therapist and 
patient, and revolves around only one projective technique, it would seem advisable 
for similar studies, involving more patients and therapists and other projective 
techniques, to be carried out before more sweeping or definitive conclusions are 
drawn. 
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A COMPARISON OF THE COMPREHENSION SUBTESTS OF THE 
WECHSLER BELLEVUE INTELLIGENCE SCALE, FORMS I AND II 
RENATE GERBOTH ARMSTRONG 
East Moline State Hospital, East Moline, Iilinois' 


INTRODUCTION 


Various studies®: * 4: 5) have dealt with the importance of high correlations 
between two forms of an intelligence test, such as the W-B Scale, Form I and II. It 
has been especially noted that the Comprehension Subtest I yields a higher score 
than that same subtest on Form II. In a previous study ®?, the author found this 
difference to be highly significant. Comprehension I yielded a mean weighted score 


1The author wishes to express her thanks to Francis Enos and Jerome Yalowitsz. 
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of 13.88 (1.97). when given to fifty college students, and Comprehension II only 
12.56 (1.47) when given to fifty other college students, both groups being matched 
in age and sex distribution. This difference of 1.32 yielded a critical ratio of 3.77 
which was a significant difference at the .01 level of confidence. 

When comparing the order of administration, Comprehension Subtest I given 
first, the difference became even more outstanding; I = 13.88 (01.97), II = 12.08 
(01.13); this difference of 1.80 yielded a critical ratio of 5.77, significant at the .01 
level. When Form II was given first, II yielded a mean of 12.56 (01.47) andI a 
mean of 13.38 (o1.26); this difference of 0.82 produced a critical ratio of 2.96, also 
significant at the .01 level. Further review of the literature disclosed a study by 
Gibby“ on 32 psychoneurotic males. These subjects obtained a mean weighted 
score of 11.03 (¢2.90) on Comprehension I, but only 8.90 (¢2.10) on Comprehension 
II, which was a highly significant difference (.01 level). He also found that this sub- 
test on the two forms has a correlation of only .20, the lowest of all eleven. Wech- 
sler“) has stated that the Comprehension Test on Form II is ‘‘a little harder;”’ 
however, he offers no suggestions for eliminating this discrepancy. 

This writer observed that if the Comprehension Subtest of Form II were not 
as heavily loaded with “two quality’”’ answers, this subtest would not be any more 
difficult than that found on Form |. It was felt that the scoring of the six “two 
quality’”’ answers on Comprehension Subtest II should be revised in order to equate 
these two subtests on Form I and II. Eglash“? has proposed a similar idea, for he 
stated that “since we have no a priori reason to believe that the more intelligent 
subject will spontaneously attempt to give an exhaustive list of reasons, this division 
between a two-credit and a one-credit answer requires statistical justification.’ 
However, he was only concerned with Item 5 of the Comprehension Subtest of 
Form I (Why are shoes made of leather?), which requires three or more qualities for 
a two credit answer and one or two qualities for a one credit answer. In his con- 
clusion, he stated that ‘‘validity would be greater for (his) population . . . if the 
scoring were changed so as to give two credits for naming two or more, rather than 
for three or more (qualities).”’ 

If a different set of scoring norms could be set up, for example, granting two 
credits to well elaborated responses as well as to those with a two-fold reason, as 
required by Wechsler, the difference found between these two subtests may be 
reduced. 


PROCEDURE 


This experiment was conducted with two groups of adults, one consisting of 90 
college students whose mean age was 19.91, and the other group comprised of 57 
night school students (college) and 30 hospital attendants, with a mean age of 32.54. 

Soth groups were given the Comprehension subtests of the Wechsler Bellevue In- 
telligence Scales, Forms I and II. The tests were administered in written form, the 
subjects filling in the answers under the supervision of this author. The test results 
of the first group were scored by the author, and those of the second group by an- 
other clinical psychologist, in order to avoid a halo effect. The scoring of the first 
group consisted of three phases. 

(1) The papers were scored according to Wechsler’s prescribed criteria. 

(2) They were then rescored using the author’s revisions. These revisions 
consisted of giving Item 5 on Form I two credits for any acceptable “2 quality”’ 
answer and one credit for a ‘‘one quality”’ answer, as Exglash has suggested in 
his study. On Comprehension Subtest I1, Items 2, 4, 6, 7, 8, and 9 were given 
two credits whenever the subject offered one well elaborated reason, as well as 
when a twofold reason was offered, which is Wechsler’s scoring standard. How- 
ever, when upon inspection Items 2, 6, and 9 yielded only an improvement in 
2, 7, and 5 cases respectively, the revised scoring method of those items was 
dropped, since the change was not a significant one. On the other hand, Items 
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4, 8, and 9 yielded improvements in 25, 33, and 34 cases—approximately in one 
third of the subjects. 


(3) Because of these findings tests were then scored for the third time 
applying the author’s correction only in Items 4, 8 and 9. 


Following this step, results obtained by the standard method of scoring on 
Comprehension Subtest I were correlated with those obtained on Subtest II. A 
correlation was also computated for the results obtained after Items 5 (Form I) and 
Items 4, 8, and 9 (Form II) had been scored by the revised standards. 

The second group was scored by the other psychologist, first in the usual man- 
ner and then according to the lastly proposed scoring changes of Item 5 (I) and 
Items 4, 8, and 9 (II). The same two correlations as computed for the first group 
were then made. 

Below are offered some scoring samples which were used when devising the 
revised scoring standards. 


Test I 
Item No. 5 


2 Credits: if subject mentions 2 different qualities (instead of 3) 
1 Credit: if subject mentions 1 quality. 
(qualities as given in manual) 


Tesr II 
Item No. 4 


2 Credits: for a 2 fold reason or one reason if well elaborated, such as: 
, Because the money can be better distributed through an oumilead charity. More will benefit. 
In organized charity you at least know where your money is going and for what purpose it will 
be used. 
Then you are sure the money is in good hands and‘for some who need it. 
Because street beggars can get money from ch: rity if their reasons are legitimate. 
Because the organized charity will distribute the money to people that really need it and to 
those whom they know need it. 
1 Credit: As given in manual. 


Item No. 7 


2 Credits: for a 2 fold reason or one reason well elaborated, such as: 
There is no prejudice then because the same group of people applying for the same job will 
have the same test. 
It prevents political appointments being made where the appointees do not have the necess:rs 
qualifications for the position. 
The examinations verify the individual’s capabilities. 
To prevent graft and a change in jobs every time a new party enters office. 
Examinations are the fairest method and help in securing the ablest person for the job. 
1 Credit: As ovals in the manual. 


Item No. 8 


2 Credits: 2 fold reason or one reason well elaborated, such as: 
To prove he is interested in the country and give him enough time to learn necessary lessons 
he is required to know. 
So that he can fully realize his responsibilities and his duties as a citizen. 
So they can check on him to make sure he has good intentions. 
To help him adjust to our way of life, and give him time to be sure he wants to become a 
citizen. 
So that a person would get used to our way of life. To learn our laws, language, and customs. 
It is more or less a trial period for the immigrant. 
1 Credit: As given in manual. 


RESULTS 


The statistical computations of this experiment yielded the following mean 
weighted scores and differences. 
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TABLE 1. COMPARISON OF THE ScorEs OF Two Groups ON THE ORIGINAL AND THE REVISED 
COMPREHENSION Suptests I anp II 


Comp. I 











Orig. Scoring 





Rev’d Scoring 


Difference 





Significance 














Orig. Scoring 


Rev’d Scoring 


Difference 


Significance 














Table 1 revealed that in the first group the difference between the means of Com- 
prehension Subtests I and II is significant at almost the .05 level of confidence, 
whereas after using the revised scoring a significant difference can no longer be noted. 
In the second group the difference between the means of the two tests yielded a 
highly significant critical ratio of 6.25 which was reduced to 3.13 by the revised 
scoring method. 

That the author’s scoring revision constitutes in itself a significant change can 
be seen in that the difference between the means of each original and each revised 
subtest is highly significant. In the first sample the difference between the means of 
the two subtests was reduced by .33 of a point and in the second sample by .81 of a 
point. 

When correlations between the two subtests, using the original and revised 
scoring were calculated, the r for group 1 between Forms I and II for the original 
scoring was .42 and this was raised to .48 with the revised scoring. With group 2, 
the r between Forms I and II using the original scoring was .45 and this was raised to 
.54 using the revised scoring. This indicates that the revised scoring method in- 
creases the correlation between the two forms of the Comprehension Subtests but 
still not as high as might be desired. 


SUMMARY AND CONCLUSIONS 


Recognizing the need for a high correlation between the various subtests of the 
Wechsler Bellevue Intelligence Scale, this study was conducted in order to reduce the 
consistent difference between Comprehension Subtest I and Comprehension Sub- 
test [I—the subtest that in several studies has been found to yield one of the lowest 
correlations among all eleven subtests of the scale. This subtest of both Form I and 
Il was given to two groups of adults and was scored by two psychologists, using 
both the original and a revised scoring standards. The revision consisted of giving 
Item 5 on Form I two credits for any acceptable ‘‘2 quality”’ answer and one credit 
for a “one quality” answer. On Comprehension Subtest II, Items 4, 8, and 9 were 
given two credits when a twofold reason was offered (original standards) and also 
when one well elaborated reason was offered. Whereas the original scoring yielded a 
difference of .44 between Comprehension I and II in the first group and 1.75 in the 
second, the revised scoring reduced this difference to .11 and .94 respectively. The 
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subsequently obtained correlations also indicated that the suggested scoring revision 
yielded a considerable improvement; an increase of r .42 to r .48 for the first group 
and of r .45 to r .54 for the second. Because of these positive changes, it is suggested 
that the revised scoring standards be used in order to equalize these two subtests. 
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WECHSLER-BELLEVUE PATTERNS OF FEMALE DELINQUENTS 


RACHEL BERNSTEIN 
RAYMOND J. CORSINI 


Wisconsin Department of Public Welfare 


INTRODUCTION 


In the third edition of his Measurement of Adult Intelligence“), Wechsler indi- 
cates a number of diagnostic signs for adolescent psychopathy to be found on his 
Bellevue Adult Intelligence Scale. They are: Performance generally higher than 
Verbal; sum of Object Assembly plus Picture Arrangement nearly always greater 
than sum of Block Design and Picture Completion; intertest variability comparative- 
ly limited. Also, the various subtests are rated from ++, + to —, —— in terms of 
their relative strength to be expected of psychopaths.“ ». '') Nowhere does 
Wechsler indicate the criterion for the diagnosis psychopath, nor does he indicate 
the size of the psychopathic population on which he based his observations, nor does 
he indicate how he evaluates the words “generally’’, ‘‘nearly always’’, ‘“comparative- 
ly’’, or the plus and minus symbols. Moreover, we have no theoretical explanation 
for the reasons for these aberrant psychopathic patterns. 

No other term in psychopathology is in less good repute than the wastebasket 
term “psychopath’’. Since the reliability of diagnosis of this condition, whose very 
existence is doubted, must be very low, any research on psychopaths will be of 
doubtful value unless the group is well defined. We shall cut this Gordian knot by 
equating juvenile delinquents to psychopaths. It is evident that no other general 
population of adolescents meets the accepted definitions of psychopathy as well as 
do the youths who have been institutionalized as the result of their socially abnormal 
behavior. That this substitution is not improper is indicated by Levi, who found that 
the Wechsler test patterns of “nonpsychopathic” delinquents were similar to the 
patterns of “psychopathic” delinquents. “’. We conclude from this that no useful 
distinction exists, as far as the Wechsler test is concerned, by the differentiation be- 
tween juvenile delinquents and juvenile psychopaths. 

The research on the Wechsler pattern of psychopaths does not appear conclusive. 
Strother“, using a population of 14 psychopaths, did not find Wechsler’s signs con- 
sistent. Sloan and Cutts“? found that non-delinquents and delinquents showed an 
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equal number of psychopathic signs. However, Franklin“), Clark ©) and Altus and 
Clark“ found general substantiation of Wechsler’s signs. In reviewing these studies, 
Rabin and Guertin state in reference to the methodological problems involved, 
“Considering all these difficulties (inconsistency of diagnosis, group treatment of 
data, application of the signs to adults), the reader will probably be surprised to 
see any agreement between investigations’’. % ». 2°) 


Some HyporTHeses 

We have three hypotheses to rationalize the Wechsler-Bellevue ‘‘psychopathic”’ 
patterns. The first is that perhaps Wechsler’s normal population is itself abnormal 
and that the psychopaths appear to be abnormal in their Wechsler results because 
they are compared with a non-random special sample. We are not prepared to prove 
this, but an analysis of Wechsler’s adolescent population “: ». "*. "%) shows the high 
probability that the preponderance of his subjects are New York City school-going 
youth who certainly cannot be regarded as a sample of United States random selec- 
tion. Only a large scale random sample of all youth would prove this first theory. 

The second hypothesis is that those youths who actually have peculiar intellec- 
tual strengths and weaknesses are, as a result of these differences, more likely to 
become delinquents. This explanation cannot be proved at this time, but a very good 
apriorit case can be made for it. It is certain that children who are strong in per- 
formance skills and weak in verbal skills will, on the average, do poorly in school in 
the elementary grades where verbal skills are emphasized. The otherwise intellect- 
ually normal child with verbal deficiencies will tend to dislike school, will tend to be 
in conflict with the school and his family, and as a result may become maladjusted 
and a social problem. He may eventually become a delinquent because of his verbal 
weaknesses. In our clinical work we have seen many cases that appear to have been 
led into delinquency entirely on this basis. 

The third theory, which we will test, is that the psychopathic pattern is a 
function of the conditions under which delinquent youths are tested. The Bellevue 
tests given to youths diagnosed as psychopaths are invariably given to these adol- 
escents in situations different from those for normal youths. We may label these 
situations as stress-reluctant ones. A child tested in school as part of a research pro- 
gram and the same child tested in a court or a reformatory may react differently. 
Explicitly, we hypothesize that a gradient of adjustment occurs during stress-re- 
luctant testing. As the test proceeds and as the delinquent youth settles to the task, 
his increasing adjustment explains his better performance of the non-verbal subtests 
which ordinarily follow the verbal tests. 


PROCEDURE 


The crucial test of this hypothesis is to administer the Bellevue Scale to two 
equated populations of delinquents under the same conditions but to administer 
one test in a reverse order to one of the two populations. The senior author admin- 
istered Wechsler tests in a reverse order to new admissions to the Wisconsin School 
for Girls and the Wisconsin Home for Women during 1951. One hundred cases were 
matched with one hundred cases examined in the usual manner. Each case was 
paired for age within one year and for global IQ within five points. Means, sigmas 
and tests of significance were done whenever indicated. 


RESULTS 
All differences between ages, IQ’s, and subtests were found to be insignificant 
at the 5 per cent level for these two populations. The rank order of difficulty of the 
two sets of eleven subtests was rho .99 plus. Our first conclusion is that the psycho- 
pathic pattern is not the result of improved adjustment as the test proceeds. Other 
explanations must be found for this pattern. Table 1 indicates the numerical values 
for our results. 
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Tasie 1. Wecnster-BeL__evue Scores or Two Groups 








Verbal First Performance First 
Mean 8. D. Mean 8. D. 


Factors 








7.44 2.38 7.35 2.51 
2.90 9.20 2.81 
2.11 
2.26 
2.03 
2.34 





VIQ 90.07 14.9 90.18 
PIQ 100.80 15.3 99.93 
FIQ 94.77 15.2 93.87 

















Wechsler states that “generally” Performance is higher than Verbal. The syn- 
tactics of per cents and words such as “generally” have not been determined, but 
since 83 per cent of our control group and 82 per cent of our experimental group ob- 
tained higher Performance than Verbal IQ’s, this sign appears to be substantiated 
by our data. 

The sum of OA and PA is stated to be “‘nearly always” higher than the sum of 
BD and PC. We found that 60 per cent of our control group and 47 per cent of our 
experimental group had these sums in the stated direction. It seems to us that this 
sign does not meet the value of ‘‘nearly always’’. 

Wechsler rated each subtest from ++, + to-,—-. We have compared his rank 
order of subtests with ours. We find a rank order of rho .99 plus between our two 
populations, indicating stability of measurement, and find a rho of .70 between our 
population and Wechsler’s. 

Discussion 


Our population differs from Wechsler’s in two important respects. First, we 
have delinquents instead of psychopaths. Second, we have used females ex- 
clusively, whereas Wechsler’s results were based primarily on male adolescent psy- 
chopaths.“: ». ‘© Wechsler does state that these signs may not have the same 
diagnostic value with the female psychopath. Despite these differences it appears 
that his conclusions about Wechsler patterns of male psychopaths also appear to be 
generally true for female delinquents. 

We have disproved the theory that these patterns are a function of better ad- 
justment in a test situation as the test proceeds in stress-reluctant cases, but whether 
these patterns are actually a function of true intellectual differences between normal 
and psychopathic or delinquent youth, or a function of biased sampling in the norm 
population is not known. 
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SUMMARY 


Two groups of female delinquents, equated for age and intelligence, were given 
the Wechsler-Bellevue Test, the control group in the usual fashion, the experimental 
group in reverse order, to test the theory that the psychopathic pattern found by 
Wechsler was due to better adjustment to the test situation as it proceeded. This 
hypothesis is disproved. Of the various signs quoted by Wechsler, two are sub- 
stantiated: higher performance than verbal, and the differential pattern of the sub- 
scores. The sign OA plus PA greater than BD and PC does not hold for this group. 
The fourth sign referring to intertest variability was not tested. 


BIBLIOGRAPHY 


Autus, W. C. and Cuiarx, J. H. Subtest variation on the Wechsler-Bellevue for two institution- 
alized behavior problem groups. J. consult. Pscyhol., 1949, 13, 444-447. 
Cuiark, J. H. Subtest variation on the Wechsler-Bellevue for two institutionalized behavior 
roblem groups. Amer. Psychologist, 1949, 4,395. (Abstract) 
RANKLIN, J. C. Discriminative value and patterns of the Wechsler-Bellevue Scales in the 
examination of delinquent Negro boys. Educ. Pastel Measmit., 1945, 5, 71-85. 
Levi, J. A psychometric pattern of the adolescent psychopathic personality. Doctoral Dissertation, 
New York University, 1943. 
Rast, A. I. and Guertin, W. H. Research with the Wechsler-Bellevue. J. consult. Psychol., 
1951, 48, 211-248. 
Stoan, W. and Corrs, R. A. Test patterns of defective delinquents on the Wechsler-Bellevue 
test. Amer. J. Ment. Def., 1945, 50, 95-97. 
Srrorner, C. R. The performance of psychopaths on the Wechsler-Bellevue test. Proc. Ja. 
Acad. Sci., 1944, 51, 397-400. 
WEcusteEr, D. The measurement of adult intelligence. (3rd ed.) Baltimore: Williams and Wilkins, 
1944. 


RELATIONSHIP OF THE RORSCHACH TO THE H-T-P! 
SELMA LANDISBERG 
Lenox Hill Hospital, New York City 


INTRODUCTION 


To introduce the tepic of the relationship of the Rorschach to the H-T-P, [ 
should like to point up the differences in the types of stimuli involved, compare the 
perceptive and apperceptive processes that come into play, and consider the modes 
of response in each approach. In the Rorschach the subject is confronted with visual 
stimuli, which are amorphous and unfamiliar. At first he is asked to tell what the 
stimuli look like to him, and later, where and how he sees them. On the H-T-P the 
stimulus is verbal, very familiar, but of a non-specific character. It consists of: 
“Draw me the best house, draw me the best tree, and draw me the best person you 
can.” Later, after the drawings are completed the subject is interrogated concerning 
what he has drawn, in order that he may have the opportunity to describe, associate 
to, and expand upon his concepts. 

In responding to the Rorschach the subject is limited to his interpretation of 
what he sees within a circumscribed visual field. It is assumed that his visual, mem- 
ory, and emotional-associational patterns will determine his selection of blot areas, 
and the construction and content of his responses. What he projects and the way he 
projects arise out of his psychological experiences, needs, wishes. On the H-T-P, 


1Delivered at the Round-Table on the Theoretical and Practical Aspects of the H-T-P Tech- 
nique, APA Convention, Chicago, IIl., Sept., 1951. : 
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the subject is prompted from a non-specific, familiar v erbal cue to create a personal, 
concrete representation of house, tree, and person. What he draws is a result of the 
interaction between his visual perception of these objects in the past and his emo- 
tional experiencing of them. 

The effector mode of response on the Rorschach is verbal. Much of what we 
learn about the subject’s personality comes via a relatively indirect route; through 
his largely unconscious integration of visual-emotional reactions, which are then 
translated into and communicated in verbal language. Where and how he sees his 
percepts are essential in the analysis of the record. But in differentiating between 
the expressive aspects of this and the drawing situation, emphasis is laid on the fact 
that he is expected to communicate and explain what he sees verbally. In drawing, 
on the other hand, the subject expresses himself on a physical, concrete, visual- 
motor plane. Only after he has completed all three drawings, is he subjected to 
interrogation. 

Both methods promote projection. Despite the differences in the nature of the 
stimuli, in the perceptive processes, in the media through which the subject relates 
himself, and the methods of expression employed, both techniques have been found 
to yield cogent information concerning the individual’s personality adaptation; and 
when used together they provide a rich array of complementary, supplementary, and 
corroborative data. For various reasons there are some subjects who cling to the 
concrete and the familiar, who become extremely anxious and threatened when con- 
fronted with ambiguous blot stimuli, and who consequently produce meager records. 
These people are less upset when asked to draw a familiar concept. In this regard a 
very striking case of an agitated depressive comes to mind. Because her level of 
concentration was low, and she had difficulty in and disliked verbalizing, and was 
frightened by what she probably perceived as ominous blacks and disturbing colors 
on the Rorschach, her responses were few, vague, and stereotyped; she steered clear 
of real involvement with the test. Since her activity need was strong, however, she 
expressed herself very forcefully and positively when provided with pencil and paper 
and requested to draw. Using the pencil almost as an instrument of aggression, she 
very quickly unleashed in drawing her fury against herself and the world. The 
quality and movement of her lines and the unmistakable graphic symbolism revealed 
her high potential for giving way to impetuous, motor impulses, that had as their 
goal, self-destruction. Although one might have inferred such behavioral possibilities 
from the Rorschach, one would not have seen her rapid and savage manipulation of 
paper and pencil. One would have missed the compelling psychodrama that ensued, 
in her depiction of a crude, womb-like house—showing her obsession with death; in 
her dart-like tree, with its high-pressured lines directed toward the bottom of the 
paper, the point closest to her body—baring her ready capacity to aggress overtly 
against herself; and in her hastily drawn person, into which she projected her self- 
concept of a washed-out, helpless, broken individual. 

Contrasted with this receptiveness to drawing is the fear of motor activity. 
There are people who are less resistive and more productive when they are in a more 
passive, spectator role, such as the Rorschach situation permits. In both sets of re- 
actions, nevertheless, whether positive or negative in terms of productivity, the 
clinician gains valuable information, although a substantial part of his knowledge 
may derive predominantly from one of the two techniques. In the writer’s exper- 
ience, most people respond just as easily and productively to the H-T-P as to the 
Rorschach. 

Through use of more than one means of personality appraisal we have the 
benefit of varied and broader sampling of the individual’s interaction with his en- 
vironment. We are afforded the opportunity of checking the salient findings in one 
approach against those of another, of locating the problem areas that the individual 
carries with him from one kind of test setting to another, and finally, of being able 
to implement certain data so that a more reliable, differentiated, and richer person- 
ality picture may be obtained. It would appear that we reach conclusions about 
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persona@ity on the Rorschach through relatively formal and intellectualized con- 
structs, through the clinician’s blending of quantitative and qualitative configura- 
tional analysis of the selected blot areas, the perceptual determinants, and the con- 
tent. A more immediate and direct avenue of approach is offered in the H-T-P, in 
the sense that the clinician has the advantage of watching the subject adjust to a 
primary and elemental level of expression, of seeing him in independent action 
from moment to moment, and step by step, of being able to emphathize with or share 
in this concrete experience in the role of spectator, and perhaps thereby coming 
somewhat closer to the real life situation. From the immutable, completed drawings, 
and our record of the drawing process, we can inspect the qualitative and quantita- 
tive aspects of each, weigh one drawing gestalt and its respective verbal associations 
against the other, and finally synthesize our findings into a complete picture. 


CLINICAL OBSERVATIONS 


I should like to present some samples of analogous relationships between the 
two tests, which lack experimental and statistical verification, but which have been 
found to be clinically fruitful. These must not be regarded as having a 1:1 relation- 
ship, but the underlying dynamics appear to be similar. 

In the category of ego strength, there appears to be a striking relationship be- 
tween the drawing of the Tree, and more particularly, the trunk of the tree and the 
Rorschach measures of ego strength, such as F+°. 

In regard to response locations on the blots, a high incidence of whole responses 
(W) occurs with an over-weighting of the branch structure of the tree. Vague, 
poorly-articulated W’s go along with a dearth of clearly depicted inner detailing in 
the drawings. The degree of specificity of details on the Rorschach corresponds to 
the amount of details in the drawings and the care involved in their elaboration. An 
irregular sequence of locations seems to have its counterpart in scattered and 
autistic placement of details in the drawing whole. 

A low number of responses on the Rorschach and poverty of details in the 
drawings go together. A low number of Rorschach responses with high M seems to 
correlate with greater responsiveness and concept elaboration on the drawings. 
People who respond in such fashion on the Rorschach, who are absorbed with their 
fantasy creations, often succumb to the drawing medium, onto which they more 
readily project the scope and intensity of their feelings. Early paranoids, for ex- 
ample, with some insight and guardedness, seem more likely to reveal and expand 
upon delusional material in the drawings. It is postulated that they are able to 
exercise more control over their verbal expression, seem to be more intellectually 
aware of what they might be exposing on the Rorschach. They tend to lose some of 
this control in their creative, motor expression. 


With respect to movement responses, it has been found that the quality of 
animal movement (FM) is linked with the vitality of the tree’s branches; that the 
quality of human movement (M) is related to the posture and motor attitude of the 
drawn person. Blocked and tense human movement with high m, and high F°,, 
usually correspond to rigid, tense boundary lines on all three drawings. A great 
excess of FM over M has its counterpart in the drawings of the person, where there 
is usually inadequate attention paid to the head area, and greater focus upon the 
immaturely formed body and limb areas. 

High amount of small c on the Rorschach goes with a high amount of shading 
in the drawings. High C’, indicative of depression, is very often associated with the 
drawing of a bare, lifeless tree. When there is a combination of considerable C and C’, 
we tend also to find the presence of high-pressured, erratic lines in the drawings, 
showing the individual’s need to do something very actively to relieve anxiety. 

How the individual uses color on the Rorschach appears to be related to how 
open or accessible his drawn house is, how freely and with what control his tree 
branches move out into the surrounding space, and how the facial expression, body 
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and limb positions on the drawn person relate themselves to the outer environment. 
No color, or very little use of color, particularly in conjunction with no or very little 
use of M, is paralleled by a rigidity of lines and an empty, flat quality in the draw- 
ings. The presence of high C on the Rorschach seems to be connected with broken- 
off boundary lines or marked disconnection between integral portions of the draw- 
ing. ‘This is carried to the extreme in the “‘split tree’, which indicates a breakdown 
in defenses, and the danger of inner impulses spilling over into the outer environ- 
ment. The projection of color onto achromatic blot areas, revealing a denial of felt 
depression, has its interesting counterpart in the drawings, where, for example, we 
may find a smiling face appended to a drooping, decrepit body, or unconvincingly 
life-like leaves joined to a dilapidated tree stump. How the individual handles the 
last three cards of the Rorschach, the complexities of which are augmented by the 
introduction of multiple colors, seems to bear some relationship to his reaction to and 
use of color in the H-T-P chromatic drawing phase, when he is under the impact of 
this additional emotion-arousing stimulus. How the color is adapted or integrated 
on the Rorschach, whether in an impulsive or controlled, positive or negative, earthy 
or ethereal, realistic or artificial manner, has its analogue in the kind and use of color 
in the chromatic phase of the H-T-P. 


Orienting our test material with a view to prognosis, we find, for example, that 
just as the human movement (M) and color responses (C) are slow in changing on 
repeated examination, likewise the tree drawing is slow in altering its major con- 
figuration. It is the tree, which seems to tap basic, long-standing feelings and self- 
attitudes, because of its relatively impersonal and neutral conscious connotations, 
that is more resistive to alteration. Unless the individual has experienced dramatic 
changes in the life situation or has undergone deep therapy we shall not generally 
expect any significant changes in the tree. Just as Testing of the Limits on the Ror- 
schach helps give us prognostic clues, so may examination of the quantitative re- 
sults on the H-T-P be helpful in this regard. For example, high perspective scores 
along with low detail and proportion scores may point to latent positive resources 
that are currently overshadowed by the effects of an emotional upheaval. 


To illustrate how similar conclusions may be derived from the very different 
conceptual frameworks inherent in both tests, I should like to cite an example of 
how inner aggression and the defenses erected against its expression may come to 
the fore in both approaches. In certain ambulatory psychotics or people with 
schizophrenic character make-ups the underlying disorganization of emotional and 
intellectual processes and the intense, negatively-toned feelings are likely to appear 
more prominently in the house and tree drawings than in the person. It would seem 
that the last or remaining vestiges of control and self-containment tend to be pro- 
jected into the latter drawing; that the drawing of a person evokes more conscious 
control factors than the more impersonal concepts of house and tree. This is related 
to this kind of person’s need to put on an acceptable social front. The Rorschach 
may reflect this very same phenomenon in terms of the kinds of media onto which 
this individual tends to project his aggression, the length of time the aggression is 
sustained, and the amount of distance between the observer (or subject) and the 
object against which he is aggressing. He may avoid projecting aggression upon 
living forms and use inanimate or dead constructs or symbols for this purpose in- 
stead. His kinaesthetic responses may be ridden with passivity or stasis, and may 
also denote movement at a distance or spurts of movement that die out very quickly. 

In presenting these data I have merely made an attempt to suggest some aspects 
of comparison, which are in no way scientifically proven correlatives. At this point 
they have served as useful frameworks of reference. There are many other dove- 
tailing and high-lighting features that come through in these approaches, but 
which will vary from case to case, and will require the individual clinician’s skill and 
understanding for their evaluation. It is hoped that these clinical observations will 
stimulate much needed research to study some of the suggested relationships. 
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A STUDY OF SEX DIFFERENTIATION IN DRAWINGS AND 
VERBALIZATIONS OF SCHIZOPHRENICS! 
ELGIE SMITH* 


University of ee and Veterans Administration Hospital 
Lexington, Kentucky 


INTRODUCTION 


Previous studies, in the field of drawing interpretation, have been more or less 
restricted to the consideration of structural features of the drawings. Recognition 


of the inadequacy of this technique is implicit in the suggestions of several authors 
that free associations, as well as material gained through questioning, might aid in 
the analysis of drawings“: ?: ®), 

The present study was planned to investigate the possibility that the homoerotic 
conflict noted in schizophrenic disorders might somehow be reflected in the execution 
of and association to drawings of the human figure. The subject’s drawings of 
human figures were used as an opening for questions concerning differences between 
the sexes. The responses obtained were categorized in various ways to determine 
if there were reliable differences between schizophrenics and non-schizophrenics in 
the execution of the task. 


SUBJECTS 


The subjects for the study consisted of forty unselected schizophrenic patients, 
mainly paranoid, from a Veterans Administration neuropsychiatric hospital and 
forty patients from a Veterans Administration general medical and surgical hospital. 
The latter group was judged to be free of illness, in the psychiatric sense, by the 
attending physicians and psychiatrists. Both groups were made up of male veterans 
of World War II, who, as later tabulations divulged, were matched for age and in- 
telligence. The age range in years was from 20 to 57. The mean age was 30.5 for 
the control group and 32.5 for the schizophrenics. An approximation of the intelli- 
gence quotient was arrived at by pro-rating the Wechsler-Bellevue Form I Vocabu- 
lary sub-test. The distribution of 1Q’s represented an approximately normal curve 
for the range of defective through very superior. This was true of both groups. The 
members of both groups were told that the task involved drawing and that their 
participation could be accepted only on a voluntary basis. 

“The author is now Staff Psychologist at Arizona State Hospital, Phoenix, Arizona. 

‘Published with permission of the Chief Medical Director, Department of Medicine and Surgery, 


Veterans Administration, who assumes no responsibility for the opinions expressed or the conclusions 
drawn by the author. 
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PROCEDURE 


The initial instruction was, “Draw a picture of a person”. If necessary, it was 
explained to the subject that the drawing should be of a whole person. After the 
first drawing, the subject was instructed to, ‘“‘Draw a picture of a person of the 
opposite sex.”” Data were recorded on time per drawing, sequence of parts drawn, 
and sex of first drawing. 

After drawings were obtained, the subject responded to the question, ‘‘How do 
we tell the difference between men and women?” If there was an appreciable pause 
during the enumeration of items, the subject was urged with the query, “And what 
else?’”’ If he stated that he could tell nothing more on the basis of his drawings, he 
was asked to “tell about men and women in general’. This procedure continued 
until he stated that he could add nothing more. If at the end of this inquiry, the sub- 
ject had not mentioned genitalia, he was further instructed: ““Now suppose that 
man and woman were without clothing, how do we tell the difference between 
them?’’ The possible influence of marital status was taken into consideration in 
evaluating the results. 


RESULTS 

A list of twenty items was decided upon at the outset of the investigation on 
the basis of the literature and a pilot study.? Out of this list, five items discriminating 
between male and female proved to be statistically significant in differentiating be- 
tween the verbal responses of the schizophrenic and non-schizophrenic groups. These 
items were: genitalia, body shape, hair length, complexion, and cosmetics. All of 
these differences were in terms of greater productivity by the non-schizophrenic 
group (C. R’s. of 3.7, 4.5, 2.7, 2.5, and 3.2 in the above order). 

The married schizophrenics did not differ from the control group in their use of 
the first item (genitalia) as a differential. It becomes obvious, then, that the differ- 
ence obtained ior this item was due to the reticence of the unmarried schizophrenic. 
The other items mentioned remained markedly different in comparison between 
married and unmarried members of the two groups. 

Total number of responses, when unique responses are included, does not dis- 
criminate between the schizophrenic and non-schizophrenic groups. The non- 
schizophrenic group gave a total of 303 differences against a total of 295 differences 
mentioned by the schizophrenic group. 

Time per drawing does not clearly differentiate. The schizophrenics averaged 
30.75 seconds more time in drawing the male figure and 45.27 seconds more in draw- 
ing the female figure. Both groups used more time in drawing the female figure. 
Times ranged from 15 to 1170 seconds. Sex of the first figure drawn does not dis- 
criminate. With few exceptions subjects drew their own sex first. 

Sequence of parts drawn showed a cephalocaudal progression in the majority 
of cases. However, two of the controls and six of the schizophrenics started their 
drawings at either the chest or pelvic region. 

Another breakdown was made in terms of unique responses; that is, responses 
occurring only once or twice. The incidence of these responses was 35°, greater for 
the schizophrenic group. This proved to be very significant (a critical ratio of 3.18) 
and one of the most clear-cut differences produced by the study. The fifteen non- 
schizophrenic subjects who gave unique responses produced a total of twenty-six. 
Twenty-nine schizophrenic subjects made unique responses totalling ninety-five. In 
other words, the schizophrenic group produced about three and one-half times as 
many unique differences per subject as the control group. 

As an aside to the original plan it was decided to test clinical judgment in dis- 
criminating between schizophrenics and non-schizophrenics on the basis of their 


*Genitalia, breasts, body shape, voice, walk, complexion, body hair, relative size, relative strength, 
urination posture, coition posture, menstruation, reproductive role, shaving in men, hair length, cos- 
metics, clothing, economic role, role as parent, intelligence. 





A STUDY OF SEX DIFFERENTIATION IN DRAWINGS AND VERBALIZATIONS 185 


drawings. Five advanced clinical students and one Ph.D. Clinical Psychologist 
were asked to place the drawings in the correct categories. They did no better than 
chance. The percentage of correct selections ranged from 42.5 to 52.5. 


SUMMARY AND CONCLUSIONS 

Forty schizophrenic subjects and forty non-schizophrenic subjects were asked 
to draw human figures of both sexes and were then asked, ‘‘How do we tell the differ- 
ence between men and women?” Five items discriminating between male and female 
proved to be statistically significant in differentiating between the verbal responses 
of the two groups. These items were: genitalia, body shape, hair length, complexion, 
and cosmetics. In terms of frequency of mention, the non-schizophrenic group was 
more productive on these items. There was a significant difference in the occurrence 
of unique responses in terms of greater productivity by the schizophrenic group. 
The other items analyzed did not clearly differentiate. 

In conclusion: (1) Drawings of the human figure, unaccompanied by verbaliza- 
tions, did not appear to discriminate between schizophrenics and non-schizophrenics. 
(2) Of the verbalizations that accompany the drawings, some appear to discriminate 
between schizophrenics and non-schizophrenics. (3) It was important to take marital 
status into account for the differential efficiency of the technique used in this study. 
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DRAWING CHARACTERISTICS OF MALE HOMOSEXUALS* 


CAPTAIN ALMAN J. BARKER, MSC 
SERGEANT JERRY K. MATHIS 
CORPORAL CLAIR A. POWERS 


The Mental Hygiene Consultation Service, Fort Knox, Kentucky 


INTRODUCTION 


The Machover human figure drawing test is finding increased use as a pro- 
jective technique in personality evaluation within the Army setting. Its simplicity 
in administration, its adaptability to group testing procedure, and its unique ad- 
vantages in psychosomatic cases give it an important role in personality study 
within the Army Clinical Psychology Program. 

The writers wish to emphasize that this test is based upon clinical experience 
and that experimental verification of form and content interpretation are lacking. 
It is clearly evident, however, that the Machover Test, in the hands of a trained 
clinician, can provide a great amount of useful information for personality evalua- 
tion. The use of human figure drawings is extensive; however, their use in investigat- 
ing homosexuality has been relatively unexplored. 

Geil® has demonstrated, using the Goodenough Test, that male homosexuals 
will “actually project their inner homosexual tendencies in their pictorial representa- 
tion of the male adult human figure’. Machover“), Levy °’, and Geil ®), have made 
suggestions relative to signs of male homosexuality on the Machover Test. Generally, 
these signs include the drawing of the opposite sex first, hip emphasis, large eyes 


_ _*We wish to express our appreciation to Pfc. Irving Lichtenstein of the mete PN Service, 
U.S. Army Hospital, Fort Knox, Kentucky, to whom we are indebted for his invaluable assistance in 
reviewing this article. 
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and lashes, full lips, and twisted perspective. They were not presented as fixed 
signs, but rather as sign posts which would serve the purpose of suggesting further 
exploration. A trained clinician is well aware of the danger involved in applying 
normative generalizations to an individual drawing. 

The present study attempts to determine whether the drawings of a male and 
female figure by a group of male homosexual soldiers may be significantly differ- 
entiated from the drawings of a group of male nonhomosexual soldiers. 


METHODS 


Drawings were obtained from fifty male homosexuals and thirty-five male 
nonhomosexuals referred to the Fort Knox Mental Hygiene Clinic over a period of 
one year. 

The fifty homosexuals include forty-two self-referrals either through their com- 
manding officer or chaplain, or dispensary physician. A typical referral was: “En- 
listed man referred for assistance in determination of homosexuality”. Eight were 
referred either following investigation or following apprehension while engaged in 
homosexual acts. 

Breakdown relative to intelligence was: three of superior intelligence, nine of 
bright normal intelligence, sixteen of average intelligence, ten of dull normal intelli- 
gence, six of borderline intelligence, and six of mental defective intelligence. 

Breakdown relative to perversion practiced revealed that forty-one practiced 
active oral fellatio, three passive penile fellatio, two mutual oral fellatio, two passive 
sodomy, one active sodomy, and one mutual masturbation. In an effort to avoid 
confusion as to terms, the terms suggested by Darke and Geil"? in their study of 
one hundred male homosexuals have been used. 

The nonhomosexual group was selected arbitrarily; the criteria being that they 
possess a negative homosexual history and that they be considered as having ‘‘no 
psychiatric disease’ (seven mental defectives excepted who were diagnosed as 
‘mental defective, primary’’). The group was composed of fifteen approved officer 
candidate applicants, seven mental defectives, and thirteen subjects diagnosed as 
having “‘no psychiatric disease’ following routine studies by social worker, psycholo- 
gist, and psychiatrist. 

Intelligence breakdown revealed the group to include five subjects of superior 
intelligence, eight of bright normal intelligence, fifteen of average intelligence, and 
seven mental defectives. 

Subjects were given several sheets of blank paper, 814 by 11 inches and an 
“‘Arco”’ No. 2 lead pencil with an eraser. They were then instructed to ‘‘Please draw 
a person”. After completing the first figure, they were instructed to draw the op- 
posite sex. No suggestions were given as to sex or method of drawing. Only eight 
of the subjects resisted drawing. These included one nonhomosexual and seven 
homosexuals, six of whom were involuntary referrals. 

Following the administration of the Machover Test, forty-one of the homo- 
sexual group and twenty of the nonhomosexual group were given the Wechsler- 
Bellevue Intelligence Scale (VCBS Form). The VCBS form was used as a modifica- 
tion of Quinn McNemar’s IBS triad in order to obtain additional diagnostic informa- 
tion for the psychological report. In those cases where the Wechsler-Bellevue In- 
telligence Scale was not administered, intelligence level was estimated on the basis 
of formal schooling, vocational history, and performance on the Army General Classi- 
fication Tests. In several cases, acditional psychological tests were given following 
the Machover Test and the Wechsler-Bellevue Intelligence Scale. 

In all cases, excepting the fifteen officer candidate applicants, interviews by a 
social worker and a psychiatrist were available. 

Each set of drawings was checked using Machover’s ‘Outline of Interpretive 
Features” as a base. Since it is intended to describe the drawing characteristics 
rather than to emphasize the use of drawings as a projective technique, no attempt 
was made at interpretation of specific drawing features. 
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A quantitatively scored check list could have been utilized; however, it was felt 
that this type of quantitative measurement was not warranted in an exploratory 
study. 


RESULTS 


When the objective of this exploratory study was formulated in 1951, it was 
expected that the experience resulting from previous population surveys of a ’ similar 
scope would prove useful in differentiation of the two groups. It became apparent 
very early in this work, however, that the writers had been either over-optimistic 
or had failed to grasp the problems involved, or possibly both. 

Generally, studies of homosexual activity by means of psychological tests have 
included those subjects who had been unsuccessful in adjusting to a civilian society 
and had been placed in prison or other institutions as a result of legal conviction for 
their activity. The homosexual group is this study, on the other hand, had been 
successful in concealing their homosexual behavior and thereby avoiding conflict 
with legal authority. They were relatively successful in civilian life and encountered 
difficulty only when placed in a military, all-male environmental setting. 

Analysis of formal and content features yielded only two areas in which signifi- 
cant differentiation could be made between the two groups. These were: (1) Delay in 
identification of the self-sex figure which occurred in thirty-nine of the homosexual 
records and in six of the nonhomosexual records. (This was not true, however, of 
the mentally defective homosexuals.) (2) Distortion of the female figure which oc- 
curred in thirty-eight of the homosexual records and in two of the nonhomosexual 
records. Of the thirty-eight distorted female figures of the homosexual group, 
twenty-three gave spontaneous hostile verbalizations. 

With these exceptions, the findings are negative. Analysis of other formal 
tiaits yielded no significant differentiation between the two groups. 

Previous work had suggested that “‘it is usual for a selected group of homo- 
sexuals to draw the opposite sex first’’. In the present study, forty-six of the fifty 
homosexuals drew the male figure first, indicating that in the case of the male homo- 
sexual within the Army setting, the initial drawing of the female figure is not charact- 
eristic. 

It was equally evident that the homosexual group studied does not give their 
male figure the feminine characteristics referred to in the psychological literature. 
In only two of the fifty records were the male figures given feminine characteristics. 

The delay in identification of the male figure which appeared to be character- 
istic for the homosexual group (with the exception of the mental defective subjects) 
is felt to indicate a typical use of evasiveness and guardedness which perhaps partial- 
ly accounts for the satisfactory adjustment of the group to a civilian society. The 
absence of many of the indices of male homosexuality found in previous studies may 
be explained by this evasiveness and guardedness, which, in civilian life, was adequate 
in concealing the subject’s overt homosexual behavior from many of his friends and 
from legal authority. 

The distortion of the female figure, when evaluated in terms of the spontaneous 
hostile verbalizations given by the homosexual group, reflects a basic hostility to the 
opposite sex, with whom the homosexual is in competition. 

The writers recognize that the following problems have not been adequately 
dealt with: 1. The small number of subjects studied. 2. An adequate control group 
in studying male homosexuality (if such is actually possible). 3. The effects of Army 
environment upon the subjects studied. 

The foregoing results suggest that many of the figure drawing indices of male 
homosexuality referred to in the psychological literature are not useful in differentiat- 
ing between a homosexual and a nonhomosexual group within the Army setting. 


SUMMARY 


The purpose of this objective exploratory study was to determine whether the 
drawings of a male and female figure by a group of male homosexual soldiers may be 
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significantly differentiated from the drawings of a male and female figure by a group 
of male nonhomosexual soldiers. Traits were investigated using the Machover Out- 
line of Interpretive Features as a base. Fifty drawings of male homosexuals were 
studied and comparisons were made with thirty-five drawings from an arbitrarily 
selected nonhomosexual group. 

This exploratory study of the drawing characteristics of male homosexuals indi- 
cates that many of the figure drawing indices of male homosexuality referred to in 
the psychological literature are not characteristic for a group of male homosexual 
soldiers. 

The writers believe that the Machover human figure drawing technique is a 
method uniquely suited for the study of personality traits of the male homosexual 
and it is hoped that this preliminary report will serve to stimulate further investi- 
gation of figure drawing indices of male homosexuality. 


REFERENCES 


Darks, R. A. and Geir, G. A. Homosexual activity. J. nerv. ment. Dis., 1948, 108, 217-240. 
Ge, G. A. The use of the Goodenough Test for revealing male homosexuality. J. crim. Psycho- 
path., 1944, 6, 307. 

Levy, S. Figure drawing as a projective test. Projective psychology. (1st Ed.) New York: 
Knopf, 1950. 

Macuover, Karen. Personality projection. (ist Ed.) Springfield: Thomas, 1949. 

Wecusier, D. The measurement of adult intelligence. (3rd Ed.) Baltimore: Williams and Wilkins, 
1944. 


A NOTE ON THE USE OF FIGURE DRAWINGS IN THE DIAGNOSIS OF 
SEXUAL INVERSION 


FLORENCE R. MAINORD* 


State College of Washington 


PROBLEM 


Although it has long been believed that the human personality is in some way 
revealed in drawings of the human figure, it has not been until recently that the 
obtaining of human figure drawings has become a widespread practice of clinicians. 
Interpretation of these drawings relies heavily on the writings of Machover®?, and 
systematic validation has received little mention in the literature to date. 

The purpose of this study is to test the hypothesis that drawing the opposite 
sex firei is a possible sign of sexual inversion. 


MeTHOD AND RESULTS 


In the absence of well-defined norms, drawings were collected from 307 ele- 
mentary psychology students at the State College of Washington. (These drawings 
were collected in a group situation, using standard instructions, i.e. ‘Draw a person’, 
which, when completed, was followed by ‘Now, draw a person of the opposite sex 
than the one you have drawn’’.) Of 132 males Ss, 125 or 94.7°% drew the self-sex 
(male figure) first, and 7 or 6.30, drew the opposite sex (female figure) first. How- 
ever, of 175 female Ss, 99 or 56.6% drew the self-sex (female figure) first, and 76 or 
43.40% drew the opposite sex (male figure) first. Similarly, drawings from an un- 
selected institutionalized population of 269 patients at Eastern State Hospital, 
Medical Lake, Washington were collected. (These drawings were collected individ- 
ually, using standard instructions.) Of 164 male Ss, 135 or 82.39) drew the self-sex 
(male figure) first, and 29 or 17.7% drew the opposite sex (female figure) first. Of 


*Now at the University of Washington. 
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105 female Ss, 64 or 60.9°; drew the self-sex (female figure) first, and 41 or 39.1% 
drew the opposite sex (male figure) first. 

Sexual inversion is thought to be one of the many types of information elicited 
from the drawings. Although several signs are employed by the cautious clinician 
for such a diagnosis, there is a widespread tendency to give special attention to the 
sex of the figure which the patient first draws. Machover states: “From the stand- 
point of sexual identification, it is assumed to be most normal to draw the self-sex 
first. From an empirical point of view, it is of interest that evidence of some degree 
of sexual inversion was contained in records of all (italics mine) individuals who 
drew the opposite sex first in response to the instruction, ‘Draw a person’ @ ». 1),” 
Levy“) similarly reports that of 5000 adult Ss, 87°, drew their own sex firs+. He 
further reports that in a sample of 16 overt homosexuals, 13 drew the opposite sex 
first. It is to be noted, however, that he neither defines his adult population nor 
his homosexual group by stating the proportion of male and female subjects. This 
omission, in light of the data reported here, makes whatever conclusions are drawn 
ambiguous. 


SUMMARY 


The data reported here would suggest that this sign might be a valid one when 
considering the drawings of male Ss; however, diagnosis of sexual inversion in females 
by means of this sign would seem to be an unwarranted conclusion. Although sex- 
ual inversion is believed to be related to the problem of identification and role- 
acceptance, it seems, in the case of females, that counter-identification as shown by 
the sex of the first drawing is not necessarily indicative of inversion. Otherwise 
13.4°7, of the females in an elementary psychology class would be diagnosed as 
sexual inverts. It is not surprising that in our society, which is predominantly andro- 
centric, that a large proportion of females might draw the male figure first and 
thereby reflect recognition that the role of the male has many advantages not afford- 
ed their own sex. 
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THE PERFORMANCE OF STUTTERERS ON THE ROSENZWEIG 
PICTURE-FRUSTRATION TEST 


BRUCE QUARRINGTON 


University of Toronto 


INTRODUCTION 


In a recent article Madison and Norman? compared the performance of a 
group of twenty-five adolescent and adult stutterers on the Rosenzweig Picture- 
Frustration Test “ with the performance of a group of normal adults“). This com- 
parison indicated that stutterers differed from the normative group on three test 
characteristics. In the test categories of Extropunitive and Obstacle-Dominance 
stutterers showed a lower frequency of response than did normals. In the test 
category of Intropunitive the stutterers showed a higher frequency of response than 
did normals. All these differences were tested statistically and found significant at 
the 1° level of confidence. 
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On the basis of these findings Madison and Norman? concluded that some 
support had been found for the psychoanalytic view of stuttering which argues that 
the stutterer’s aggression tends to be blocked from outer expression and to be turned 
inwards with an enhanced severity ®’. This view is not held by many workers who 
regard stuttering not as a neurotic symptom but as a characteristic of childhood 
speech which has an individualized and generalized developmental course. Stutter- 
ing changes in character as the individual develops and tends to pass through certain 
recognizable phases. This general pattern of development and the unique character- 
istics of stuttering appear to be dependent on how stuttering is perceived by the 
individual and the reactions of his social world ®. 

'  $ome workers believe that stuttering at its onset is an inherited neuromuscular 
defect to which the affected individual may adapt in a variety of ways®°®: ™). Nelson 
and co-workers‘) in a study of nine monozygotic and twenty-four dizygotic twins 
in which stuttering occurred found a concordance level of 88.8°% and 7.1°%, respect- 
ively. Other studies“: * ® lend support to the view of an inherited biological basis 
for stuttering. 

If stuttering has a genetic basis one would expect it to be randomly distributed 
among individuals of different social status, personality, ete. One would not expect 
stuttering to be characteristically associated with any particular personality con- 
figuration. This conclusion seems to fit the clinical impression of many speech 
therapists that stuttering may occur in individuals of widely different personalities 
and running the whole range of personality variation from normalcy to psychosis. 
In an effort to resolve the differences between the results obtained by Madison and 
Norman and the expectations stemming from the foregoing arguments, a repetition 
of the study with some changes in procedure was carried out. 


METHOD 


In the course of a psychological study of a group of adult stutterers under 
treatment at the Out-Patient Department of the Toronto Psychiatric Hospital, 
Rosenzweig tests were administered to thirty stutterers. These tests were given be- 
fore speech therapy had commenced and were administered as part of the clinical 
battery of tests used for psycho-diagnostic and research purposes.* 

The sex distribution of this group was 23 males and 7 females, which is com- 
parable to the 20:5 ratio in the Madison study’. The mean age of the group was 
30.4 with a standard deviation of 9.28. The group is somewhat older than the Madi- 
son group who had a mean age of 23.3 with a standard deviation of 11.43, but is 
closer to the age characteristics of Rosenzweig’s normative group where the age 
range was 20-29 years. 

The scoring procedure involved each test being scored by two experienced 
psychologists who were functionally independent of the research group working 
with stutterers. These psychologists were largely unaware of the opinions of the 
research group regarding the personality of stutterers, and were unaware of the 
purpose of the study. Where these two judges differed on the scoring of an item 
(which was quite infrequent) the matter was resolved by referral to a third psy- 
chologist for a decision. This isolation of test scoring and research involvement 
apparently was not done by Madison and Norman. 

A final point might be made. Madison and Norman state that their subjects 
were assured of the anonymity of their results. The meaning of this statement is 
obscure; if it applies to the inability of the investigators to identify the author of a 
test it is a false statement. At any rate, the normative subjects Rosenzweig em- 


ployed were not given such assurance nor was the group whose results are pre+ 
sented here. 


*The writer is obligated to Miss B. Torrance, who collected the data and who arranged for the 
special handling of scoring the tests. 
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RESULTS 


Table 1 presents the results of the comparison of the stutterers under investi- 
gation with Rosenzweig’s normative group. 


TABLE 1. CoMPARISON OF STUTTERERS WITH ROSENZWEIG’s NORMATIVE Group 
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Inspection of the categories Extropunitive, Obstacle-Dominance, and Intro- 
punitive indicates that none of these differences were significant at the 1% level of 
confidence. These were the categories on which Madison and Norman found sig- 
nificant differences between stutterers and normals. None of the other categories 
yield differences that are significant at the 1% level of confidence. 


Discussion OF RESULTS 


A repetition of a study of the responses of stutterers on the Rosenzweig Picture- 
Frustration Test failed to confirm earlier findings of differences between stutterers 
and normals. It would appear that the Madison and Norman findings are due to 
the peculiar characteristics of their sample or perhaps to sources of error and bias 
in the method employed. With regard to the Madison and Norman sample, it 
might be pointed out that nine of their twenty-five subjects were age 16 or under. 
It is doubtful that Rosenzweig’s norms which were based on adults should be com- 
pared to a group so heavily loaded with adolescents. 

With regard to the scoring of tests the question of bias in scoring arises. Efforts 
to eliminate the influence of hypothetical expectations from scoring are not set forth 
in their report. 

With regard to test administration the question of whether standardized condi- 
tions were employed arises. What are the effects of assuring anonymity of test re- 
sults when this was not a condition in test standardization? Probably even more 
relevant is the question as to the effects of assuring an anonymity which in fact is 
not given. Are the subjects deceived or do they orient themselves according to their 
suspicions of bad faith on the part of the experimenters? 

If it is assumed that the Rosenzweig is a good test of the mechanisms of aggress- 
ion management then it would appear that studies using this test have not sup- 
ported the psychoanalytic formulation of the basic neurotic personality of stutterers. 
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The results of the present study are however quite in keeping with a view of stutter- 
ing based upon the inheritance of a neuromuscular defect with a wide range of in- 
dividual adaption in later development. 


SUMMARY 


A group of thirty adult stutterers were tested with the Rosenzweig Picture- 
Frustration Study and their results compared with normative findings. No sig- 
nificant differences between stutterers and normals were found on seven test charact- 
eristics examined. Earlier findings of smaller Extropunitive and Obstacle-Domin- 
ance scores and greater Intropunitive scores in stutterers than in normals were not 
confirmed. No support is found for the psychoanalytic assertion that stuttering is 
a symptom of a basic character neurosis. 
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A VALIDATION STUDY OF THE L-M FERGUS FALLS BEHAVIOR 
RATING SCALE! 


BILL T. MEYER AND RUBEL J. LUCERO 
Fergus Falls State Hospital, Minnesota 


INTRODUCTION 


In 1951, the authors“) reported a new scale for rating the behavior of mental 
hospital patients. Results were presented in terms of validity and reliability based 
on ratings of patients on a special treatment ward and a small random sample of 
each ward in the hospital. The authors were led to the conclusion that the scale was 
a valid technique with fairly high reliability (89 to 97 percent agreement). 

In connection with a large research project, a behavioral analysis of a state 
hospital population, it was decided to make a further study of the validity of this 
scale. During this investigation the question arose as to the influence on the ratings 
of the sex of the rater. So a ward on which male and femaie aides get to know both 
male and female patients was used to get comparable ratings by both sexes. 


'We are indebted to William Schofield for his help in working out the details of the project and 
for the original idea; to William L. Patterson for authorizing the study; and to the aides and nurses 
whose cooperation made the project possible. This project was financed in part by a research grant 
from the Division of Public Institutions of the State of Minnesota. 
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PROCEDURE 

The total population of Fergus Falls State Hospital, 1940 patients on 26 wards, 
was rated on the eleven areas of behavior used in the L-M Fergus Falls Behavior 
Rating Seale“). All ratings were made within a two week period and raters were in- 
structed to rate the behavior for the previous week. Each patient was rated by two 
aides or nurses on each ward, and the average ratings in each area were recorded on 
permanent statistical cards. Ratings of three or more points of difference were re- 
garded as invalid and were omitted. Next, individual, ward, and total hospital 
means were calculated along with standard deviations and standard errors of the 
means. Following this, comparisons were made between wards typical of a certain 
type of patient (convalescent, geriatric, disturbed or regressed). Then a comparison 
was made of the ratings of male and female raters on the same male and female 
patients on a special treatment ward. This ward was chosen because both male and 
female aides have an opportunity to know patients of both sexes. For the significance 
of differences, k was used throughout, except for the rare cases when the N was below 
40, at which time Students ¢ was computed. 


RESULTS 
The results are presented in Tables 1 and 2 and in the discussion. 
TasLe 1. SHowinc AVERAGE Scores ON THE BEHAVIOR RatiINnG ScaLe FOR MALE AND FEMALE 
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*Types of Wards: 
P —Convalescent Worker 

Q —Receiving 

R —Long term in contact 

5S —Medical 

T —Ambulatory Seniles 

U —Dangerous 

V —Mildly disturbed 
W—Greatly Disturbed 
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Z —Bed ridden seniles 
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TaBLe 2. Comparison oF MALE AND FEMALE Raters 
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Table 1 shows ward averages in ascending order (from poorest to best behavior). 
It can be seen that there is a wide range of behavioral averages (2.1 to 4.6) indicating 
the ability of the scale to discriminate between the different types of patients. 

The four typical wards were compared with each other in terms of the signifi- 
cance of the differences between the eleven behavioral areas as well as the means for 
each ward. All the differences to be mentioned were significant beyond the 0.001 
confidence level except one. This was the difference between the disturbed and re- 
gressed wards with regard to Area B (Response to Meals). The k in this case was 
2.632 which is significant only at the 0.01 confidence level. Area F (Response to 
electric or insulin therapy) was not used in the comparisons as these therapies are 
not in general use throughout this particular state hospital. The wards to be men- 
tioned in this study are women’s wards. Male wards gave comparable results with 
only minor variations. 

The convalescent-worker wards had better behavior in all areas than all other 
wards except in one instance. This was in a comparison with the geriatric ward in 
which the convalescent-worker ward was not significantly superior with regard to 
area J (Speech). It is interesting to note that speech is one of the earliest. activities 
acquired in human development. The significance of this, and similar findings, to 
the concept of regression in mental illness will be discussed in a later paper. 

The geriatric (in-contact seniles) ward showed generally better behavior than 
the other two types of wards. The last two types of wards, disturbed and regressed, 
showed no difference in total average. However, they did differ in some specific 
areas. The disturbed ward showed better behavior in terms of speech, eating habits, 
and, interestingly, in response to authority. The regressed ward was superior in 
response to occupational and recreational therapy. 

It should be mentioned at this point that no ward will contain patients of one 
category only. For example, there are patient “workers” on all regressed wards. 
Therefore, it must be expected that there will always be a certain amount of overlap. 
This is, of course, true. However, a comparison between convalescent worker wards 
and regressed wards (best behavior and worst behavior) shows practically no over- 
lap either in areas or total average. 

Table 2 shows the comparison of male and female raters rating the same patients. 
It is readily observable that there are no significant differences between them, which 
eliminates the necessity for making a distinction based on the sex of the rater and 
of the patient. 


SUMMARY AND CONCLUSIONS 
1. The Behavior Rating Scale has the ability to discriminate between levels 
of behavior of different types of patients. 
2. Most wards show separate and distinct patterns of behavior which differ 
significantly from behavior patterns shown on other wards. 


3. There are no significant differences between male and female raters rating 
the same patients. 
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The data from this study appear to show that different types of patients show 
distinctive behavior patterns, and that the L-M Fergus Falls Behavior Rating Scale 
can discriminate various levels of behavior. While the scale is not a substitute for 
more complex psychiatric and psychological evaluation, it does measure differences 
in gross behavior and can be used in many situations where more complex methods 
are impractical and especially in research involving questions of changing behavior 
(or lack thereof). 
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THE RORSCHACH EXAMINATION IN A CASE OF EROTOMANIA 
A. H. CHAPMAN, M.D. 
Department of Sesearany 


Washington University School of Medicine 
St. Louts, Mo. 


INTRODUCTION 


Very little is recorded in the psychiatric literature on the Rorschach picture of 
persons whose paramount symptomatology is erotomania (nymphomania). A thor- 
ough search of the psychologic and psychiatric literature revealed only one case in 
which such a Rorschach picture has been reported“). In this case the Rorschach 
was done thirty days postoperatively on a patient in whom a cerebral tumor pressing 
on the cerebral sensory and motor areas for the genitalia caused genital excitation 
as it ushered in Jacksonian epileptic convulsions; the Rorschach was reported as 
within normal limits and no detailed data of the Rorschach findings were given. 
Operative removal of the tumor rendered the patient free of symptoms. Other than 
this brief note, there could be found no Rorschach literature on erotomania. 

A case of erotomania and the Rorschach findings are reported in this article. 
It is felt that the study and reporting of the Rorschach findings in such cases will 
lead to the sharpening of diagnostic criteria in the evaluation of erotomania as a 
symptom picture. In a period when both the lay public and the clinical psychologic 
and psychiatric professions have a stimulated interest in sex offenders, this would 
seem worthwhile. 

CasE PRESENTATION 

The patient was a 34 year-old woman, who was referred by local police author- 
ities for psychiatric evaluation. The patient, at the time of referral, was being held 
in jail awaiting trial on charges of contributing to the delinquency of minors. 

The patient was a talkative, bland, flirtatious woman, who appeared somewhat 
older than her stated age. Her manner was free of any overt anxiety, guilt, or em- 
barrassment over the socially unacceptable behavior with which she was charged. 
She discussed her open sexual promiscuity in the community without apparent con- 
cern. The charges against her were well documented and her open sexual promis- 
cuity had been a town scandal for months. She was well known as both a moral and 
venereal disease problem to community, police and judicial authorities. 

The patient’s promiscuity had begun, so far as could be ascertained, approx- 
imately two years prior to her referral for psychiatric evaluation. She dated it as 
beginning after a series of minor disagreements and arguments with her husband. 
Her husband’s occupation took him away from the home a good deal of the time, 
and during such periods, the patient began a series of extra-marital affairs, mainly 
with servicemen and high school boys. The patient customarily invited to her 
home each evening several young men whom she met in taverns and with whom she 
would have sexual intercourse during their visit. Soon her home became notorious 
to local servicemen’s units and high school boys, and visitors came unsolicited each 
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evening. The patient would entertain them in her home with drinks and had sexual 
intercourse with all who came. She contracted venereal disease and became not 
only a moral problem to her small community, but in time also a venereal disease 
control problem. This pattern continued for about two years, until community 
officials eventually obtained affidavits and formal complaints from hitherto reluctant 
parents and the patient was jailed on charges of contributing to the delinquency 
of minors. Her home, by this time, had been declared out-of-bounds for all military 
personnel in the area. 

The husband’s role, during all this, was one which betrayed his own marked 
personality problems. He made ineffectual remonstrances to his wife and showed 
an inability to accept the reality of the situation. At times he was forcibly ejected 
from his home by his wife’s boy friends and he was forced to sleep in the city jai. 
for lack of other lodging. He accepted all this with a whining passivity and docilitly 
The patient described her promiscuity quite blandly. She attributed it to a desire 
to surround herself with young men, and looked upon her sexual episodes with them 
as a sort of necessary bait to keep them around. She stated, upon inquiry, that she 
never had an orgasm or sexual pleasure in her extramarital sexual contacts: but that 
she had at times experienced orgasm in her previous sexual life with her husband. 
She described herself as becoming tense and anxious if alone; unable to tolerate this 
tension even briefly, she would go seek male companions. 

Salient features from the patient’s life history revealed that she had been a 
tomboy as a girl and had always preferred the company of men. She felt very un- 
comfortable in the presence of women and had had no satisfying relationships with 
any woman in her entire life history. At times, she had engaged in open fist fights 
with women in a factory where she worked. She had married at the age of 22 and 
had one child, an 8 year-old daughter. The child had been openly rejected by the 
patient and, on various pretenses and excuses, she had arranged to have the child 
live with her parents in a distant city for the past several years. The patient was 
otherwise quite evasive, and reliable details of her early life experiences could not 
be obtained. 

The abnormalities of a formal mental status examination were limited to (a) the 
patient’s complete lack of any anxiety or guilt about her sociably unacceptable be- 
havior and her current imprisonment, and (b) her complete lack of any positive 
warm feeling for anyone in her current or past life. These factors, her bland frank- 
ness about her promiscuity, and her nonchalant friendliness with the examiner sug- 
gested the general constellation often described as psychopathic or sociopathic per- 
sonality disturbance. The paramount and presenting symptomatology was that oi 
her sexual promiscuity. 

RorscHacuH FINDINGS 

A Rorschach examination was administered and scored. A summary of Rors- 
— responses is given in Table 1, and a Rorschach response protocol is given in 
Table 2. 


TABLE 1. 


Summary OF Rorscuacn ResPonses* 


Total R = 24 
H =2 F + = 18 
Hd = F— = 6 
A ¢ No M, C, ete. 
Ad = 


An =! 

100% Sex =! Reaction time = 

= 75% eee 7 seconds average 
No. M: C ratio 
Total VIII, LX and 

P=8 X Responses = 6 


Sequence = Irregular trend 


*The author will furnish complete, detailed protocols of this Rorschach and its scoring to inter- 
ested readers upon request. 


F+% 
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TaBLe 2. Rorscuacu Responsk Proroco. 








Reaction Time Response 


1 sec. You’ve got the crab there; you got the claws. 

Looks like a bat. 

If it had a longer tail I might have said a toad. 

5 sec. Looks like a couple of bears. 

You’ve got a butterfly here, but if I used my imagination I could make it 
something else. 

2 sec. What’s this supposed to be, two people, two men? 

Somebody’s chest, here’s the ribs; tl knew the parts of the body I could 
tell you different. 

10 sec. Am I supposed to get something out of this? 

These look like a couple of feet. 

The tail of a crab; looks like one, don’t it? 

3 sec. Oh my God, that’s something like a bat. 

Them two might look like legs. 

2 sec. A little butterfly there. 

Are they supposed to be parts of the body? What’s this supposed to be, 
part of a woman? 

I suppose you want me to tell you if it’s part of a man, too, this end [ 
suppose. 

Turn it that way you might have a woman. If I knew all the parts of the 
body I could name these right. 

I could tell you that’s part of a woman, but I wouldn’t name it. 

I don’t know what kind of animals you'd call them, there’s two of them. 

Give me a picture of a woman so I could tell what these things are. 

What are ons lines going up to one another? 

Is this supposed to be a man or a woman? Must be parts of a man ‘cause 
I ain’t seen these on a woman. 

If I knew parts of the body I could tell you what these are, but I don’t 
know. If you’d fit these all around in some way, you could probably 
get a whole body in some way. 

I’ve seen this in the body. I could put it in the body if you gave me the 


y- 
God, you’ve got sea horses here. 





The striking abnormalities in the Rorschach picture are: (a) The high number 
of frankly sexual (five) and anatomical (five) responses. Forty per cent of the res- 
ponses fall in one of these two categories. (b) The complete absence of any use of 
color, shading, or texture in the responses. (c) The absence of any responses involv- 
ing any kind of movement. (d) The use of form as the sole determinant in all the 
responses. (e) The rapid reaction time, with an average of seven seconds. Other 
details of the Rorschach are given in Tables 1 and 2. 


DISCUSSION 


The Rorschach picture’s most striking abnormalities are in the evasive, but 
clear, crude sexual and anatomical material. The patient is persistently preoccupied 
with human anatomy and human sexual organs. There is, moreover, an element of 
confusion and doubt as to the specificity and proper terminology of the sexual res- 
ponses. She seems constantly preoccupied with the problem not only of sexual 
organs, but the naming and nature of them. 

The high F percentage, the absence of shading and texture responses, the ab- 
sence of M, and the crude sexual responses suggest the pattern“? seen in the psycho- 
pathie or sociopathic personality disturbance. In diagnostic terms, both clinically 
and by Rorschach examination, the patient would fit more nearly into this category 
than any other. However, superimposed upon the sociopathic Rorschach record are 
the striking and frequent sexual and anatomical responses constituting forty per 
cent of the responses. The addition of human detail would raise this category to a 
total of fifty per cent of the responses. It is felt that these latter features are signi- 
ficant in terms of the erotomania which was the predominant symptom picture. 
Moreover it is felt that the confusion, doubt and evasiveness the patient showed in 
her sexual and anatomical responses reveals an underlying anxiety and ambivalence 
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about sexuality. To speculate further on the Rorschach would not be justified since 


there are no other confirmatory reports in the literature with which to compare this 
Rorschach. 


It is felt that the reporting of more such Rorschach pictures in such cases will 
lead, however, to the accumulation of diagnostic criteria in the study of erotomaniacs 
by Rorschach examination. 

SUMMARY 


A case of erotomania (nymphomania) and the Rorschach examination findings 
in this case are presented. 
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THE M DETERMINANT AND COLOR IN RORSCHACH’S TEST 
ROBERT M. ALLEN 


University of Miami 


PROBLEM AND METHOD . 


In a series of papers Allen, Manne, and Stiff“: ?- *) and Allen, Stiff, and Rosen- 
zweig“), have indicated that the role of color in Rorschach’s Test could yield to 


experimental investigation. This brief report supplements the data reported in this 
series. The findings were gathered as part of the larger study @?. 

The question: What is the effect on production of human movement (M) asso- 
ciations of color in the Rorschach inkblots? Two sets of Rorschach Psychodiagnostic 
plates were utilized in this study; the standard series with plates 2, 3, 8. 9, 10 in 
colors (C or chromatie series), and the experimental set with cards 2, 3, 8, 9, 10 re- 
produced in shades of black and gray (A or achromatic series). Twenty-five college 
students, Rorschach naive, served as subjects. They were given the A and C series 
plates in the AB-BA order by the individual method with each § tested and re- 
tested by the same Rorschach worker. 

RESULTS 

1. Inthe A and C series ecard pull“? for human movement was the same, i.e., 
plates 9, 3, 7, 2, and 1 (in that order) elicited the highest number of M responses. 
Least productive of M concepts in both series were plates 5, 4, 10, 6, and 8, in de- 
creasing order. 

2. In 110 instances of paired human movement concepts reported by the 8’s: 
(a) 51, or 46 per cent, A-C pairs were equal, i.e., if an S gave one M for plate 2 in the 
A series he also gave one M response for plate 2 of the standard color series; (b) in 
35, or 32 percent, of the paired A-C movement responses the A plate of the pair 
elicited an average of 1.1 more M percepts that the corresponding C card; (c) in 
the remaining 24, or 22 per cent, of the instances, the C plate produced an average of 
1.2 more M responses that the parallel A plate. The difference between (b) and (c) 
is obviously not significant and may be attributed to chance variables. 

3. As a further test of the significance of the data the ratio of M to total 
responses for the ten A and C series plates was computed for the 25 S’s. These were 
subjected to the Wilcoxon “‘T”’ test ©: *.®. The sum of the negative ranks equalled a 
figure well beyond a p greater than .05, indicating that any differences obtained by 
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this statistical procedure may be attributed to chance. This permits the interpreta- 
tion that so far as M determinant productivity is concerned, it is not affected by the 
presence (C) and absence (A) of color in the Rorschach inkblots. 

4. A final bit of evidence to support the above contention is the rho of .86 be- 
tween M in C and A plates. M-productivity in one series permits adequate pre- 
diction for the other. 


CONCLUSIONS 
The four findings reported immediately above indicate that the M factor in 
Rorschach responsiveness is independent of the color variable. 
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SEX DIFFERENCES IN THE DREAMS OF SOUTHERN COLLEGE 
STUDENTS 
MANFRED F. DE MARTINO* 


Alabama Polytechnic Institute 


INTRODUCTION 

Social scientists agree that whether one is a male or female has an important 
influence on the formation of certain basic feelings, attitudes, fears, values, ete. If 
it is true that dreams are principally motivated by psychological rather than phy- 
siological determinants, e. g., worry, unfulfilled desires, wishes, conflicts, frustrations 
and anticipations, one would expect sex differences to prevail in some major aspects 
of dreaming. Several previous dream studies have in part strengthened this expecta- 
tion“. 5. %. 1, Before significant sex differences can be firmly established, however, 
much additional quantitative research is needed. The purpose of the present investi- 
gation, therefore, was to determine whether or not significant sex differences with 
regard to frequency exist in the dreams of southern college students. 


METHOD 

Standardized dream questionnaires were administered to 150 female and 150 
male students between the ages of 18 and 28 years. Before exch questionnaire, time 
was taken to explain fully the directions and purpose of the study. Emphasis was 
placed upon the importance of responding freely, accurately and honestly. To insure 
this, as a means of identification, the subjects were asked only to write down their 
birthdates and middle initials. As will be noticed, in the sample questionnaire pre- 
sented below, the subjects were not asked to respond simply in terms of ‘‘yes’’ or 


*Currently with the Southbury Training School, Southbury, Connecticut. 
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“no,” but rather in terms of the categories ‘Frequently,’ “Occasionally,” “Almost 
Never,” and “Never”. This procedure, it was felt, would yield more accurate in- 
formation than would dichotomized responses. A yes-no response category merely 
permits the subjects to indicate their experience or non-experience of a particular 
type dream. The response categories utilized in this study allow the subjects to 
— not only the occurrence but also the frequency of occurrence of various dream 
elements. 

After the data were assembled, chi-square values were computed to determine 
the significance of sex differences. Since the purpose of the present study was to 
determine the existence of general sex differences with respect to frequency, in treat- 
ing the data the categories “Frequently” and ‘‘Occasionally’’ were combined into 
one, as were the categories ‘“‘Almost Never” and “‘Never’’. 


SAMPLE QUESTIONNAIRE 

Birthdate: Middle Initial: 
Male or Female (underline) Married, Single 

- (underline) 
Directions: Please answer the following questions as accurately and as honestly as possible. Except 
for — 11 and 14, all your responses are to be either Frequently, Occasionally, Almost Never 
and Never. 
Key: 
Frequently—once a week or several times per week 
Occasionally—once a month or several times per month 
Almost Never—less than once a month but sometimes 
Never—Not at all 
Questions: 
How often do you dream? 
How often do you see colors (other than black, white, grey) in your dreams? 
How often do you have dreams of falling? 
How often do you have dreams in which you experience sexual feelings? 
How often do you have dreams in which you are frustrated in some way? 
How often do you have nightmares? 
—_ — do you have dreams in which you find yourself completely or almost completely un- 
clothed 
How often do you have dreams in which someone or something is chasing you? 
How often do you have dreams in which animals appear? 
How often do you have dreams in which you try to move but find that you are unable to do so? 
In general are your dreams pleasant or unpleasant (underline one)? 
How often do you dream about certain events that later actually happen? 
How often do you have dreams in which you acquire or perform something that you would like 
to in real life? 
Do you generally remember your dreams of the previous night? Yes or No. 
How often do you have dreams in which you seem to be flying? 
How often do you dream of failing an examination? 
How often do you wake up feeling unhappy because of your dream? 
How often do you wake up feeling happy because of your dream? 
How often have you solved certain nt (Me + seme in your dreams? 
How often does a particular dream keep returning? 
How often do you have dreams in which you seem to be back in your childhood? 


1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 


RESULTS 


In Table 1, the chi-square values and levels of confidence are presented for those 
questions in which sex differences significant beyond the .05 level of confidence were 
noted. The number of subjects included in the combined categories “Frequently” 
and “‘Occasionally”’ are also indicated. From an examination of the Table it can be 
seen that with the exception of question 5 all of the sex differences are significant 
beyond the .01 level of confidence. Table 1 also reveals the following: (a) females 
experience color in their dreams (question 2) more often than do males: 7. % ™, (b) 
females experience dreams of falling (question 3) more often than do males, 
(c) females experience frustration in their dreams (question 5) more often than do 
males, (d) males experience sexual dreams (question 4) more often than do fe- 
males“: * !©), (e) females experience dreams in which they try to move but are un- 
able to do so (question 10) more often than do males, (f) females dream about certain 
events that later actually happen (question 12) more often than do males. 
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TABLE 1, Sraniricant Sex DiFFERENCES 
(Based on Combined Categories “Trequeatiy”” and L “Occasionally ”) 


Female (N = 150) 
Subjects included in 
Combined Categories | Chi-Square 











Male (N = 150) 
Questions* Subjects included in 
Combined Categories 





| 
| 37 10.37 
| 53 12.81 





14 


34 | 38.25 
90 5.16 
49 8.56 
41 15.87 








*See sample questionnaire 


Any attempt to explain the reasons for these various sex differences would be 
conjecture. At present there is no experimentally proved theory which can fully 
explain the meaning of particular kinds of dreams. It is hoped that the present 
study will in part serve as a stimulus to further dream research. 


SUMMARY 


Standardized dream questionnaires were administered to 150 male and 150 
female southern college students. To each of the 21 questions, the subjects responded 
in terms of the categories “Frequently”, ‘“‘Occasionally”, ‘‘Almost Never’, and 
“Never”. In determining the existence of sex differences, the categories ‘‘Fre- 
quently” and “Occasionally” £4 were combined and treated as one, as were categories 
‘‘Almost Never” and “‘Never’’. Using the chi-square method, a number of significant 
sex differences became apparent. Compared to males, females more often experience 
(a) color in their dreams, (b) falling dreams, (c) dreams of frustration, and (d) 
dreams in which they try to move but find themselves unable to do so. Females 
also dream about certain events which later actually happen more often than do 
males. Males experience sexual dreams more often than females. 
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EDITORIAL OPINION 





TOWARDS BROADER CONCEPTS OF PSYCHODYNAMICS 


The time has come when it is desirable to assess the relative influence of different 
theoretical viewpoints on current concepts of psychodynamics and to indicate 
certain biases which may be invalidly weighting the importance of some groups of 
etiologic factors while ignoring the importance of others. 

Of major importance is the fact that current concepts of psychodynamics have 
largely developed from the fields of abnormal psychology and psychopathology, i.e. 
from a frame of reference and conclusions derived from the study of pathological 
cases. Indeed, a basic postulate has been subsumed to the effect that most functional 
disorders represent a fixation or regression in personality maturation caused by emo- 
tional conflicts or conditionings which block the expression and development of the 
positive growth resources of the personality. In other words, this postulates that path- 
ological behavior is caused etiologically by growth-inhibiting factors present to a 
certain degree in all persons, the presence of which causes deviant behavior and 
the absence of which results in a state of normality. Health is to be achieved by 
uncovering obsessive-compulsive emotional complexes and unblocking growth. As 
a corollary to the above hypothesis, it is postulated that the whole range of behavior 
lies along a single continuum (or continua) related to the quantitative presence or 
absence of pathogenic factors. Qualitative differences are denied or minimized. 

Resulting from this exclusive preoccupation with the phenomena of psycho- 
pathology, a number of significant influences or trends relating to psychodynamic 
theory may be discerned: 


1. A somewhat morbid emphasis on psychopathic determinants of everyday behavior. All behavior 
is perceived as being motivated by unconscious conflicts, repressions, emotional conditionings, 
instinctual tendencies, etc. 

2. The most positive and constructive behavior is interpreted as involving only quantitative varia- 

tions of qualitatively similar factors as are found in the most negative and unhealihy pathologic 

behavior. This has led to observations that genius is kin to insanity, artistic creativity repre- 


sents only the sublimation of morbidity, or that pathologic sexuality ‘underlies all the neuroses, 
ete. 


3. Excessive preoccupation with pathologic phenomena has led to the ignoral of the phenomena of 
health and creativity which may be qualitatively different. For example, psychoanalytic emphasis 
on the unconscious (involuntary) determinants of behavior has led to a rather general neglec 
of problems of self-control and even denial of its possibility. Since all pathologic behavior i 
characterized by some degree of loss of self-control or voluntary self-regulation, it has become 
fashionable to deny the possibility of purposeful voluntary self-regulation. All behavior is 
viewed as reflecting various forms of psychic determinism. 


4. The general abandonment of educational training procedures intended to develop such higher 
abilities as self-control, perseverence, etc. It is postulated that once emotional blocks are removed, 
more mature behavior will inevits ably result without the need for directive or regulatory training. 
In fact, experience with psychoanalysis tends to deny this hypothesis. Recovery and high 
efficiency does not inevitably result from the achievement of insight and normal emotional 
expressiveness. Such desirable states represent only a preliminary step of setting up optimal 
conditions for learning. Beyond this, insight and emotional stability must be harnessed and 
translated into effective action by intensive training procedures which cannot be left to chance. 


5. Insufficient commaipe concern with the more spiritual aspects of personality. Because of the 


current popularity of objective operational methods of personality study, psychological scient- 
ists seem more concerned with biochemical titres, glandular balances, cerebral rhythmias, 
behavior conditionings, unconscious complexes, ete., than with religious or aesthetic experience 


self-control, courage, rational problem solving and creative thinking, and some of the more 
complex phenomena of consciousness. 


6. Neglect of analytic investigation of outstandingly healthy and creative personalities. Because of 
the perceptual orientation which seeks to discern morbid psychic de terminants, there has been a 
tendency to ignore analytic studies of healthy personalities because ‘‘there is nothing there to 
uncover’. The hypothesis is tacitly accepted that they are normal because of the absence of 
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pathologic determinants. But is not high achievement and creativity more than just the ab- 
sence of pathologic determinants? Are there not additional positive factors which must be 
present in addition to a state of emotional stability and freedom from obessive-compulsive un- 
conscious determinism? 


While it may be valid to accept hypothetical models derived from the study 
of morbid case materials as working postulates in the field of psychopathology, it is 
probably invalid to regard them as being universally applicable to all classes of be- 
havior. In our opinion, qualitatively different hypothetical models are needed to 
adequately explain the clinical data derived from the study of outstandingly healthy 
and creative personalities. A person can be free of disease but still spiritually 
bankrupt, unadjusted, inefficient and creatively unproductive. We would like to 
postulate that the highest levels of health and creativity reflect the operation of 
qualitatively different positive principles involving specialized training, the acquisi- 
tion of self-regulation, and the development of special skills and abilities both innate 
and acquired. 

It appears that many of us have been looking through the wrong end of the 
telescope when dealing with normal or creatively-superior behavior. ‘Render unto 
Caesar the things which are Caesar’s, and unto God the things which are God’s.” 
While the application of principles derived from psychopathology may be very 
valid in relation to pathologic behavior, it may be postulated that a qualitatively 
different set of etiologic principles must be hypothesized for the highest forms of 
human creativity in the fields of aesthetics, spiritual uplift or ecstasy, invention, 
literary appreciation, altruism, and positively oriented self-control. Because a man 
is brave does it inevitably mean that he is compensating for his fears or defending 
against forbidden impulses? Is aesthetic or literary creativeness the result of sub- 
limation? Can we not identify behavior reflecting the highest degrees of self-control 
derived from the maximum utilization of intelligence, education and creative 
thought and resulting in purely rational problem-solving behavior entirely unde- 
termined by morbidity? 

Psychological science has expended much more research on the study of path- 
ologic personalities than on the study of gifted personalities. Except for Galton’s 
studies of scientists, James’ varieties of religious experience, Terman’s Stanford 
studies of genius, and a few more recent studies such as Anna Roe’s study of eminent 
biologists, there has been relatively little attention given to high level behavior of 
which some men are capable. In order to remedy this situation, and to accent the 
importance of studying the psychology of genius and high performance, we would 
like to suggest the plausibility of creating a new subdivision of psychological science 
to be known as psychosanology*, and which would be devoted to the study of those 
etiologic factors productive of health and creativity. 

Such a new approach would be based on the postulate that high achievement 
and creativity is a function of more than just the absence of pathologie factors. 
Indeed the absence of pathogenicity would simply be a necessary condition for 
establishing a suitable field for qualititively different factors to operate. Psycho- 
logical science needs a new frame of reference from which to study behavior reflect- 
ing health, adjustment, creativeness and, in general, goodness as distinguished from 
pathogenicity. 


*From sanos, health-giving or healing. Psychosanics would be the techniques of mental health. 
4 giving g. Psy 1 
Also implying sanity. 
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ation with the Topeka State Hospital on the education of psychiatric aides. Problems 
of student recruitment, curriculum planning, training procedures, goals and achieve- 
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Announcing 
THE HOWARD INK BLOT TEST 


A NEW PROJECTIVE TECHNIQUE 





Derived experimentally by James W. Howard, Ph.D. 


An individual test consisting of 12 plates 814” x 11’. The blots are 
somewhat larger than the Rorschach and with a wider range of 
stimulating features. Blots of varied colors selected from an experi- 
mental sample of 10,000 blots. 


Not intended to be a parallel test to the Rorschach. Statistical find- 
ings from a ‘‘normal’”’ group show the test to differ markedly from 
the Rorschach in ways which should indicate greater sensitivity. 


Selection and arrangement of blots made on the basis of evidence of 
character, degree and spread of stimulation. 


Data from normative sample indicate more frequent light deter- 
mined responses, higher incidence of color responses with different 
C, CF and FC relationships, more movement responses and fewer 
animal responses. Greater diagnostic sensitivity with wider range 
of response. 


A descriptive manual for the Howard Ink Blot Test will appear in the 
July, 1953 issue of the JOURNAL OF CLINICAL PSYCHOLOGY. 
Extra copies of the manual may be obtained after that date at a 
a price of $2.00. 





PRICE: $12.50 foreign postage $.50 extra) 





Please send remittance with order. 
No copies can be sent for examination or on approval. 





Journal of Clinical Psychology 


5 Pearl Street, Brandon, Vermont 





For children of average or superior 
intelligence, with emotional and behavior problems: 


The Department of Child Psychiatry of 
The Menninger Foundation 


offers 


Intensive individual psychotherapy in a residential school 


Outpatient psychiatric and neurologic evaluation and treatment for 
children up to 18 years of age is also available. 


THE SOUTHARD SCHOOL 


J. Cotter Hirschberg, M. D., Director Topeka, Kansas, Telephone 3-6494 


FRANK A. GELDARD, who has conducted and directed 


research in sense processes for 25 years, now writes on 


The 
HUMAN 
SENSES 


By FRANK A. GELDARD 
Professor of Psychology 
University of Virginia 


1953 365 pages $5.00 


This is the first book to give a descriptive 
account of man’s senses from the psycho- 
physiological point of view. It carefully builds 
up a picture of each of the senses, stressing its 
importance in the total behavior scheme. Be- 
fore covering the phenomena of the sense, Dr. 
Geldard treats the sense channels from the 
standpoint of physics of stimuli, and an- 
atomy and physiology of the sense organ. The 
senses thus appear as results of unique organic 
operations tuned to the world outside. 


THE HUMAN SENSES orients the reader 
not only with respect to the place of sensation 
in psychological and physiological knowledge 
but stresses also its importance in modern 
engineering psychology and recent human 
engineering developments. 


Send now for your copy on approval 
JOHN WILEY & SONS, Inc., 440 Fourth Avenue, New York 16, N. Y. 
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for the 


exceptional child . . . 





The Devereux Schools Program Meets the Special 
Need with Expertness and Understanding 


To the child whose learning is retarded by 
reason of organic involvement, Devereux 
Schools offer an educational and therapeutic 
program geared specifically to his needs. 
Methods and curriculum are evolved under 
the guidance of psychiatrists to create a pro- 
gram that will help the retarded child to de- 
velop psychically and academically to his 
fullest potential. Devereux’ physical facilities 
are able to offer the careful grouping by men- 
tal, physical, and emotional level that is of 
pres! therapeutic value to the exceptional 
c . 


You may have occasion to advise parents 
whose child is in need of this highly special- 
ized attention. The Devereux Schools staff 
will be pleased to study the case carefully and 
offer a detailed report on the possibility of ut- 
ilizing the Devereux program of education 
with therapy. 


Please address your inquiries to 
Joun M. Barctay, Registrar 


UNDER THE DEVEREUX FOUNDATION 
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HELENA T. DEVEREUX, Director 
J. CLIFFORD SCOTT, M. D., Executtve Secretary 
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Richard H. Lambert, M.D. 
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Ivan A. McGuire, M.D. 
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